Krista M. Marchman, Ph.D.

Educational Consulting Associates, Inc.

1420 Celebration Blvd, Suite 200

Celebration, FL 34747

Phone: (321) 559-1222

Fax: (407) 566-2001

PARENT CONSENT TO TREATMENT FOR A MINOR
I _____________________________________________consent to the psychological treatment for:

Minor Child(ren)/Adolescent:



_______________________________________________________



_______________________________________________________

I understand that I have a right to knowledge of any diagnosis that might be made on my child/adolescent and that I have a right to an explanation of treatment rationale.

I understand that the content of counseling/psychotherapy sessions with a child/adolescent must be kept confidential in order to allow the child/adolescent to be successful in the process.  However, diagnostic information, suicidal intent, sexual abuse or homicidal intent will be disclosed to parents. I also understand that as a parent, I have a right to progress reports and I have a right to input.

I understand that there is not implied or express guarantee of treatment outcome and that any concerns I might have about my child’s progress can be raised with my child’s therapist.

_______________________________________



_________________


Parent’s Name







Date

