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Behavioral Health Informed Consent for Therapy Services

I, the undersigned voluntarily agree to participate in behavioral therapy services. | understand that any information
obtained will be held in confidence with the exception of legal requirements for disclosing this information. |
understand that| can authorize release of information by completing a written consent form. I have therightto
terminate from therapy atany time, without prejudice. | understand that | have the opportunity to ask questions
abouttheforegoingtomysatisfaction. Counselingisajourneyandgoalsoftenchangeandthereisnoguarantee
thatthe goal will be attained. The more proactive involvement, the more effective counseling will be to you. We
willestablish goalsforyourtherapy. The members ofthe treatmentteam mayinclude LCSW, Case Manager,
Psychiatrist or any combination of the three services. Team members may collaborate when necessary for
treatment purposes. We encourage any supportive person (friends or family) to be involved in your treatment.
Should you choose to share any Behavioral Health information, an Authorization to Disclose Health Information
form need to be completed. You may revoke this authorization at any time. By signing below, you agree towork
towardsthe goalsinyourdaily life and to use the counseling sessions to achieve your goals, which will be
reviewing periodically.

| HAVE READ AND UNDERSTAND ALL OF THE ABOVE AND AGREE TO THESE CONDITIONS

Ihave discussed with my Behavioral Health Therapist and/or Psychiatrist and had an opportunity to discuss this
consent and have my questions or concerns addressed.

Client’s Signature & Date Client’s Name (print):
Guardian/Parent Signature if applicable & Date: Print Guardian/Parent Name (print):
Behavioral Health Provider Signature and Date: Behavioral Health Provider Name (print):
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