
 Consent for Treatment
I, the undersigned, hereby consent to engage in mental health services provided by Shanita Torrence, 

PMHNP.

I understand that the services may include psychiatric evaluations, medication management, and/or 

therapy sessions.

I understand that I may discontinue treatment at any time.

I acknowledge that all information shared will be kept confidential except where disclosure is required 

by law.

I have read and understood the policies, procedures, and limits of confidentiality.

Client Name: ___________________   Signature: ___________________

Date: __________


