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PERMISSION FOR TREATMENT & INFORMED CONSENT

I hereby authorize Lighthouse Family Center, Ltd. to provide ____________________ with the following services:

		_____	Individual Psychotherapy
		_____	Psychological Testing / Evaluation / Assessment
		_____	Family Counseling 
		_____     Group Counseling 
		_____ 	Custody Evaluation
		_____	Parent Consultation
		_____	CPST – Community Psychiatric Supportive Treatment
		_____	Other _______________________________________

I understand that mental health services sometimes carry a risk of undesirable side effects and am aware that I am entitled to an explanation of each possible side effect.  I further understand that only those services listed above will be provided unless I give signed authorization for additional services.

In the event that the therapist feels that you or any family members are danger, they have an ethical obligation to breach confidentiality, as they are Mandated Reporters and have a Duty to Warn. This includes but is not limited to: Abuse, Neglect, Homicidal or Suicidal ideation.

Confidential information about your treatment will not be disclosed unless all persons who participate in treatment provide permission to release such information. 

________________________________________		______________________	________________________
Signature of Client or Parent / Legal Guardian		Relationship to Client	Date

________________________________________		______________________
Signature of Witness				Date

			
Client Rights, Civil Rights, and Grievance Procedures
I have received a copy of Lighthouse Family Center Ltd’s Client Rights, Civil Rights, and Grievance Procedures.  
I understand that I can ask any questions that I may have about these policies at any time.

________________________	_______________________________	____________
Signature of Staff Member		Signature of Client / Parent / Guardian	Date

Notice of Privacy Practices 
I have received a copy of Lighthouse Family Center Ltd’s Notice of Privacy Practices. 
I understand that I can ask any questions that I may have about these policies at any time.

________________________	_______________________________	____________
Signature of Staff Member		Signature of Client / Parent / Guardian	Date
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