Family Counseling Program

Consent For Treatment Of Minors
Minor's Name: 
_______________________________________________                                                        

Date of Birth:
 
_______________________________________________

Therapist(s):

_______________________________________________

This is to acknowledge that I/we, ____________________________________________________________

                 





(parent/guardian)

give permission for my/our child(ren)_________________________________________________________

(Names of child(ren) to receive treatment)

to participate in clinical treatment at The Center for Youth and Family Solutions with the therapist(s) listed above.

This clinical treatment may include individual, family, or group therapy and/or testing.  These efforts may include consultations with other associates of this agency.

This clinical treatment may also include referrals to other appropriate state, county, or community agencies for additional services.  Such referrals for services shall only be made after obtaining parental/guardian consent and obtaining a signed Authorization to Release Information.

__________________________________________
_____________________________________

Signature of Parent/Guardian




Date

 ____________________________________________________________________________________

Street Address






City

State
 
Zip Code

__________________________________________
_____________________________________

Signature of Parent/Guardian




Date

 ____________________________________________________________________________________

Street Address






City

State
 
Zip Code

__________________________________________
_____________________________________

Witness (The Center for Youth and Family Solutions Employee) Name/Title

Date

CYFS-CO-227


