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Informed Consent for Treatment
Client Name: ______________________________

I agree and consent to participate in behavioral health care services offered and provided at/by Families, Inc. I understand that I am consenting and agreeing only to those services that the above named provider is qualified to provide within: (1) the scope of the provider’s license, certification or training or (2) the scope of the license, certification and training of the behavioral health care providers directly supervising the services received. If the client is under the age of 18 or unable to consent to treatment, I attest that I have legal custody of this individual and am authorized to initiate and consent for treatment on behalf of the individual. 

I understand that I have the right to request a restriction as to how my protected health information is used or disclosed to carry out treatment, payment, or healthcare operations of Families, Inc. Families, Inc. is not required to agree to the restrictions that I may request. However, if Families, Inc. agrees to a restriction that I request, the restriction is binding on Families, Inc.  My protected health information means health information, including my demographic information, collected from me and created or received by my counselor, or another healthcare provider, or a health plan. 

I understand that while therapy may provide significant benefits, it may also pose risks. Therapy may elicit uncomfortable thoughts and feelings, or may lead to the recall of troubling memories. Therapy will start with an assessment of symptoms. Specific strategies may be employed to alleviate specific problems causing distress such as depression, anxiety, or relationship problems. Self knowledge is seen as an important key to changing attitudes and behavior. Therapy may involve the development of insight. It is designed to help clients of all ages understand how their feelings and thoughts affect the ways they act, react, and relate to others. Whether or not therapy works depends a great deal upon the client’s willingness and ability to experience the therapeutic relationship. 
Consent to release information is given through written authorization. I understand that there are specific and limited exceptions to confidentiality which include the following:

A. When there is risk of imminent danger to myself or another person, the clinician is ethically bound to take necessary steps to prevent such danger.

B. When there is a suspicion that a child or elder is being sexually or physically abused, the clinician is legally required to inform the proper authorities. 

C. When a valid court order is issued for records, the clinician and agency are bound by law to comply with such requests. 

I voluntarily signed this consent for treatment. I understand that I have the right to withdraw this consent at any time without risk of punitive action. 

Printed Name:___________________________________

Signature __________________________   Date: _________ End Date: ________
Relationship to client if applicable_______________________________

This document was discussed with the client and/or guardian and questions regarding fees, diagnosis, and treatment plan were discussed. I have assessed the client’s mental capacity and found the client or guardian capable of giving an informed consent at this time. 
Therapist Signature ____________________________________    Date ___________
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