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Consent for Treatment
This is to declare my consent for psychotherapy for me and/or my minor children. This is a voluntary choice and I am free to discontinue treatment at any time.
I understand that psychotherapy is a cooperative effort between me and my therapist. There is no guarantee that I will feel better, although treatment is expected to be helpful.
I understand that during the course of my psychotherapy, some material may be discussed that may be upsetting. Such discussions may be an essential component of the treatment and are only undertaken to support the process of resolving problems.
All communication between client and therapist will be strictly confidential with the following exceptions, by Florida law: abuse of children or the elderly, or intent to harm one’s self or others. In these cases, only information pertinent to the situation will be released. Every reasonable effort will be made to resolve these issues before such compromise of confidentiality is made. 
I recognize that if I choose to utilize third party payments, I also have given permission for the therapist to provide required information about my treatment. 
I understand that I am ultimately financially responsible for treatment regardless of third party (insurance company) action. 
I understand that I am responsible for missed sessions unless cancellation is made twenty-four hours in advance.
Client Signature:  _____________________      Date: _____________
Witness: ______________________________      Date: _____________
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