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TREATMENT CONSENT AND NOTICE OF PRIVACY PRACTICES

Your signature below indicates that you have read the Notice of Privacy Policies and the Treatment Consent Form, which contain information on psychiatric services, sessions, professional fees, cancellation and no-show policies, billing and payments, contacting your provider, etc.



Name of client (print): _______________________________________________________________
Name of legal guardian (print): ______________________________________________________
                                                     *(Only if client is under 18 or a dependent adult)

Signature of client or guardian: ______________________________________________________
Relationship to client: ________________________________________________________________
Date of signature ____________________________________________________________________________
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