John Coyle LCSW
CONSENT TO TREATMENT

I hereby give my consent for me, _______________________________, to receive psychotherapeutic treatment services.  I understand that participation is voluntary and that I may chose to end my/my child’s services at any time.  If I chose to end services, I agree to attend a Discharge Meeting.
I know of no reason why I should not undertake this treatment and I/he/she/we  agree to participate fully.  I understand that I have a choice of providers and have received a list of other providers in the area.
I understand that this service is meant to be a short-term, outcome based service and is not meant to be a long-term or life-long support system.  This service should help you to connect with natural supports that can remain after services have ended.  I understand that counseling/therapy is not the only type of treatment available for mental health services and that I may chose to engage in another type of service or select no service at all.  Other services which I may be eligible for include (but are not limited to) hospitalization, medical care, PSR, partial-care, psychological/neuropsychological testing, psychopharmacology, case management, anger management, parenting skills training, and natural/homeopathic remedies.
While I expect benefits from this treatment, I fully understand that because of factors beyond our control, such benefits and particular outcomes cannot be guaranteed.
I understand that regular attendance will produce the maximum benefits.  I agree to call at least 24 hours prior to scheduled appointments for cancellations whenever possible.  (For parents: I understand that my active participation in services will produce the maximum benefits for my child.  I agree to communicate regularly with the clinician regarding my child’s treatment).
I understand that conversations with the treatment staff are almost always confidential.  I further understand that the staff, by law, must report actual or suspected child, elder, or vulnerable adult abuse to the appropriate authorities.  In addition, the staff have the legal responsibility to protect anyone that I/he/she/we may threaten harmful or dangerous actions (including those to myself) and may break the confidentiality of our communications if such a situation arises.  I understand that the staff will make reasonable efforts to resolve these situations before breaking confidentiality.
[bookmark: _GoBack]I understand that the clinician is not providing an emergency service.  I agree to participate in crisis planning during intake and during treatment sessions.  I have been made aware of the agency’s 24-hour crisis line and how to use it to get help.  I agree to use this service with discretion.
I have been advised of my rights and responsibilities and received a copy of the agency Notice of Privacy Practices.  I have been made aware of the availability of protection, advocacy services and legal assistance through the Department of Health and Welfare.
FOR NON-MEDICAID PATIENTS ONLY: I understand that I am financially responsible for this treatment and for any portion of the fees not reimbursed or covered by my health insurance.


Date: _______________
Client Name: _______________________________    Client Signature: ___________________________________
Parent/Legal Guardian Name: ________________________   Signature: __________________________________
Relationship (If other than client):  ____________________________
