<NAME OF PRACTICE>

<ADDRESS>

<PHONE/FAX>

INFORMED CONSENT FOR TREATMENT
I hereby request and consent to the performance of behavioral health treatments (also known as psychotherapy) and any other associated procedures or therapy requested by the provider named above and/or other licensed practitioners of this practice.

I understand, that psychotherapy is not easily described in general statements. It varies depending on the personalities of the psychologist and patient, and the particular problems I bring forward. There are many different methods your health care provider may use to deal with the problems that I hope to address. Psychotherapy is not like a medical doctor visit. Instead, it calls for a very active effort on my part. In order for the therapy to be most successful, I will have to work on things we talk about both during our sessions and at home.

Psychotherapy can have benefits and risks. Since therapy often involves discussing unpleasant aspects of my life, I may experience uncomfortable feelings like sadness, guilt, anger, frustration, loneliness, and helplessness. On the other hand, psychotherapy has also been shown to have benefits for people who go through it. Therapy often leads to better relationships, solutions to specific problems, and significant reductions in feelings of distress. But there are no guarantees of what I will experience.

I understand that my first few sessions will involve an evaluation of my needs. By the end of the evaluation, my health care provider will be able to offer me some first impressions of what work will be included and a treatment plan to follow, if I decide to continue with therapy. I understand that I should evaluate this information along with my own opinions of whether I feel comfortable working with my therapist. Because therapy involves a large commitment of time, money, and energy, I should be very careful about the therapist I select. If I have questions about suggested therapies or procedures, I should discuss them whenever they arise. If my doubts persist, the office or my therapist will be happy to help set up a meeting with another mental health professional for a second opinion.

If there is any dispute about the care I am receiving in the above named office, I agree to a resolution by binding arbitration in accordance to the American Arbitration Association guidelines.

I have read (or have read to me), the above explanation of the psychotherapy treatments. I state that I have been informed and weighted the risks involved at this health care office. I have decided that it is in my best interest to receive psychotherapy treatment. I hereby give my consent to that treatment. I intend for this consent to cover the entire course of treatment for my present condition(s) and for any future condition(s) for which I seek treatment.

Sign only after you understand and agree to the above.
x_____________________________       x_____________________________________               ___________

  Printed Name of Patient                            Signature of patient                                                                 Date

x_____________________________       x_____________________________________               ___________

  Signature of Representative                      Witness to patient’s signature                                                 Date
   (If Patient is a minor or is handicapped)
Instructions for: Informed Consent for Treatment (Behavioral Health Services)
For appropriate risk management, every office needs to have a signed Informed Consent Agreement prior to treatment. Consult with your legal counsel and your malpractice insurance carrier for specific forms that they might recommend for your office (e.g., psychological evaluations, testing, neuropsychological assessment, family therapy, group psychotherapy, pediatrics, etc). 

Here is a basic and general consent form for those who have none. Generally, there is no legally required expiration date on this consent; however, one year would be a good standard since a patient could forget details. 

If you have a name of an arbitrator with whom you have worked before, include their information in this document as well. 

Note: The patient needs to sign this form before treatment or other services actually begins.
Form may be copied or customized by subscribers/customers for use in their own office – Not to be distributed
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