Union Counseling Center, LLC
105 S Washington St
Farmerville, La. 71241

(318) 265- 9207

WELCOME LETTER and INFORMATION
Thank you for choosing me as your therapist. I am looking forward to meeting you. Below is an explanation of the things you’ll need to know to be prepared for our first visit: 

DIRECTIONS: My office is located at 105 South Washington Street in Farmerville, La. The red brick building is located across from the courthouse, on the back side of Farmerville Police Station and Farmerville Fire Dept. Parking is located on the street in front of the building. 

SCHEDULING: For your convenience, you can schedule online via www.therapyappointment.com. You can set up your own account or I can Provide you with a username and password when you call to schedule your first appointment. After your first visit, you can access this portal to schedule or cancel any future appointments. To access the portal, visit www.therapyappointment.com and select Union Counseling Center. Please note, you can also contact the office number to assist with appointments as well. Once we have met, you will be able to schedule and cancel appointments as you like. 

PAPERWORK: Please review, sign, and bring all the attached paperwork to your first appointment. Please do not print back to back. If you do not print and fill out the forms prior to your appointment, please allow 30 minutes before your session begins to complete them so you won't lose any of your therapy time. Please note, if you run late, you will lose minutes from your session time. If I run late, you will always get all of your time. For a minor, both parents must be present to sign intake paperwork and I must have a copy of the divorce decree showing the custody agreement. 

FEES: The fee for the initial session with assessment is $200 or the contracted amount per your insurance. The fee for each forty-five to sixty minute weekly individual or family session is $100-$130, or as determined by your health insurance. I offer a sliding scale and some lower fee slots, based upon income and circumstances, but I prefer to hold these slots for current clients who are experiencing life transitions. If my fee is a concern, please discuss it with me.

PAYMENT: Payment must be made at the time of service if your insurance is not accepted at Union Counseling Center. You can pay with check, cash, or Visa/Master Card -- whichever is best for you. 

CREDIT CARD ON FILE: To secure your appointment, we MUST have your credit card number on file PRIOR to your arrival for the first session. It is safely secured through encryption. You can call our office at 265-9207 with a credit card number, and we will charge a penny to your account, which will then be refunded, or you can login to your account on TherapyAppointment.com and enter your information directly: 

1. Login and click where it says “View or pay online statement” 

2. Go to “Do you want to make a payment?” 

3. Go to: “Please charge a _____to a new charge card”. On the blank fill in $.01 

4. Fill in the name on the card, street address, and zip code 

5. Click “Submit payment to charge card” 

6. Verify by clicking “Yes” 

7. Put in your credit card number, expiration date and 3-4 digit security CVV code from the back 

8. Then click on “Process” 

DONE ! Your credit card information is safely stored and encrypted in our system


INSURANCE: You can see if you have mental health benefits by calling your insurance company and asking some questions that we have listed on page 3 of this letter. If you will be utilizing insurance, please bring your insurance card to your first appointment so that a copy can be made, along with a copy of your driver’s license. 

CONFIRMATION OF APPOINTMENT: On the Registration Form in your online account, you can elect to have your appointments confirmed through text, email, or automated phone call. However, whether an appointment is confirmed or not, you are responsible for remembering your appointments and will be charged if you miss. Reminders can be sent to up to 2 cell numbers OR 2 email addresses – but not to texts AND emails. 

CANCELLATIONS: If you ever need to cancel, please know that we need at least 24 hours notice. Cancellation within the remaining 24 hours will result in a $50.00 charge. I really appreciate your understanding; prior notice allows me to schedule other clients in need of counseling, as there is a waiting list. I have voicemail 24 hours a day, 7 days a week. If you need to cancel within the 24 hours, you won’t be able to do that online – you will have to call or text. If you do not show up for your scheduled session, your credit card on file will be billed $50.00. 

WAIT LIST: If you now, or ever, want an earlier appointment and nothing is available – email me or call and ask to be put on my waiting list. We’ll call you if something opens up sooner. I sometimes email out notice of last minute cancellations as well. 

If you have any questions, please email me or give me a call. 

Again, please know that I'm looking forward to meeting you! 

Mandi Booth, LPC
Union Counseling Center, LLC

105 S Washington St

Farmerville, La. 71241
(318) 265-9207

mandiboothlpc@gmail.com
Dear Client,

I look forward to seeing you and will gladly file your therapy sessions if I am paneled with your insurance company. However, I do not verify coverage or call to get the information concerning your coverage for you. You must call the phone number on your health insurance card to get the following information prior to your first session. Without all questions on this form answered by your insurance company, you will be responsible for the full session fee. Please being this form with you to your first appointment. 

Name:_________________________________________Date of Birth:____________________

Insured’s Name:_________________________________SS#:___________________________

Name of Insurance Company:_____________________________________________________

Effective Date:___________________________ Insured’s ID Number:____________________

Group Number:__________________________Insured’s DOB:__________________________

You must call the number on your insurance card and ask the following questions:

Do I have outpatient mental health benefits?  Yes_______  No_______(If no, stop)

Is Union Counseling Center, LLC on my provider list? Yes_______ No________

If no, do I have any “out of network” benefits? Yes_______ No_________

(Write what those benefits are on the back of this form)

Do I have a deductible to meet prior to benefit coverage? Yes______ No________

What is the amount of my deductible? $_________________________________

How much of that deductible have I met? $______________________________

Do I have a co-pay for mental health benefits? Yes_______ No_________

If so, what is my co-payment amount per session? $__________________

How many sessions are allowed per calendar year? ____________________________________

Is prior authorization needed for counseling? Yes__________ No__________

If so, what is the number for authorization? __________________________________________
Client Intake Packet – Individual 
Today’s Date: ____________________




Section1: Client Information




Name:________________________________________________________________________


     (Last)

    (First)
          (Middle)
                  (Preferred Name)

D.O.B.: ______/______/___________
Age: _________
    Gender: __________

Mailing Address:
_____________________________________________________________________________
Home Phone: __________________________________Cell Phone: ______________________
Email: ________________________________________________________________________
Current Employment Status:

· Full-time





Place of Employment: ________________________________  

· Part-time

· Unemployed

· Student

School:__________________________


· Retired


Current Relationship Status: 

· Single (never married) 

· Significant other



How many years in relationship with current partner? ______

· Married (first marriage)

· Separated

· Divorced

· Widowed

Spouse/Partner’s Name: _______________________________________D.O.B.: ___________
Mailing Address (if different from yours): ________________________________________________
______________________________________________________________________________

Home Phone: _____________Cell Phone: _____________ Work Phone: ___________________
Are you currently under a physician’s care?    Yes     No   

List ALL current medical/health problems and ALL current medications:

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________
List any other counseling/mental health services in the past (When? Reason?):

______________________________________________________________________________
________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Name(s) of all others living in home:  
             D.O.B.  
             Age 
Relationship (ex. mother)

_____________________________________   ____________   ______  
__________________
_____________________________________   ____________   ______   __________________
_____________________________________   ____________   ______
__________________
_____________________________________   ____________   ______   __________________
_____________________________________   ____________   ______   __________________
Person to contact in case of an emergency: __________________________________________ Relationship: _________________________________________  Phone: __________________
Please briefly describe your reason for seeking counseling at this time:

______________________________________________________________________________
______________________________________________________________________________
________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
How did you hear about Union Counseling Center?

· Person referred me (Personal or Professional):  Whom? ___________________________

· Internet search 

· Insurance company 

· Website or Social Media
· Other  __________________________________________

Assessment and History:

Current Symptoms Checklist: Please check all tat apply. 
□ Depressed mood

□ Racing thoughts

□ Excessive worry

□ Unable to enjoy activities

□ Impulsivity

□ Anxiety attacks

□ Sleep pattern disturbance

□ Increased risky behavior

□ Avoidance

□ Loss of interest

□ Hallucinations

□ Suspiciousness

□ Concentration/forgetfulness

□ Decreased need for sleep

□ Change in appetite

□ Fatigue

□ Excessive energy

□ Crying spells

□ Excessive guilt

□ Increased irritability

□ _____________________

How long have you been dealing with the present issue?______________________________________

Prior Therapy? (  ) Yes (  ) No

If yes, Please describe when, by whom, and nature of therapy:

______________________________________________________________________________

____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Prior Mental Health Hospitalization? (  ) Yes (  ) No

If yes, describe for what reason, when and where.

__________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Trauma/Abuse History:

Have you ever experienced or witnessed any abuse? (  ) Yes (  ) No

If yes, was it: VERBAL EMOTIONAL PHYSICAL SEXUAL (Circle all that apply)

Have you ever experienced or witnessed a traumatic event? If yes, please explain:

______________________________________________________________________________

______________________________________________________________________________

Nightmares or flashbacks which cause immobilizing anxiety? (  )Yes (  )No

Family Mental Health History:

Has anyone in your family been diagnosed with or treated for a Mental illness? (  )Yes(  )No

If yes, please explain: ________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Medical History:
Primary Care Physician______________________________________________________

Date of last Check Up: (month/year) ___________________________________________
Medications: List any medications you are currently taking.

_____________________________ ____________________________ ____________________
_____________________________ ____________________________ ____________________
_____________________________ ____________________________ ____________________

Who prescribes the current medications to you? _______________________________________
Permission to contact the above Primary Care Physician and/or prescribing physician? Please sign below. **SIGN RELEASE**
X____________________________________________________________________________

Substance Use:

How many days per week do you drink alcohol? ____________

In the past three months, what is the largest amount of alcoholic drinks you have consumed in one day? _________________________________

Have you ever felt you ought to cut down on your drinking or drug use? (  ) Yes (  ) No

Have people annoyed you by criticizing your drinking or drug use? (  ) Yes (  ) No

Have you ever felt bad or guilty about your drinking or drug use? (  ) Yes (  ) No

you ever had a drink or used drugs first thing in the morning to steady your nerves or to get rid

of a hangover? (  ) Yes (  ) No

Do you think you may have a problem with alcohol or drug use? (  ) Yes (  ) No

Have you used any illegal substances in the past 3 months? (  ) Yes (  ) No

Have you ever abused prescription medication? (  ) Yes (  ) No

How many caffeinated beverages do you drink a day? Coffee ______Sodas_______Tea_______

Do you smoke cigarettes? (  ) Yes (  ) No

Have you ever been treated for substance dependency? (  ) Yes (  ) No

If yes, for which substances, where were you struggling with?

______________________________________________________________________________

Are you interested in receiving treatment? (  ) Yes  (  ) No
Family/Household History:

Check all of the following which your family/household has experienced past and/or present:

□ Financial problems

□ Frequent moves

□ Job changes

□ Drinking/drugs

□ Arguments

□ Separation or divorce

□ Remarriage of parents

□ Separation from siblings

□ Frequent physical punishment

□ Physical confrontations between

       parents

□ Mental illness in family

□ Physical illness in family

□ Hospitalization of parent

□ Death in family

□ Incestuous behavior in family

□ Other (please explain)

______________________________________________________________________________
Educational/Developmental History:

Any developmental struggles between birth and adolescence (e.g. walking, crawling, feeding, learning,

puberty, etc)?____________________________   Highest Grade Completed?_______________
Did you attend college? ______________________Major? ______________________________

Highest educational level or degree attained? ________________________________________________________
Occupational History:

Currently: (  ) Working (  ) Student (  ) Unemployed (  ) Disabled (  ) Retired How long?_______

What is/was your occupation?____________________________________________________________________

Where do you work? ____________________________________________________________
On a scale of 1-10 (10 being nearly “perfect”) please rate your performance with your daily

responsibilities:_________________ 
Rate your satisfaction with these daily responsibilities:___________________
Have you ever served in the military? If so, what branch and when? ______________________________________________________________________________
Honorable discharge (  ) Yes (  ) No   Other type discharge: ______________________________________________________________________________
Legal History:

Have you ever been arrested? _______________
If yes, please give year arrested and charges:  _______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Do you have any pending legal problems? _______________

If yes, please describe circumstances:

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Section2: Consent Forms
Statement of Confidentiality
Mental health professionals are required to abide by the professional practice standards for his/her licensing body and all Louisiana law. Professionals do not disclose client confidences and information to any third party without the client’s written consent. State law mandates that mental health professionals report to the appropriate authorities in the following circumstances:

1.  Suspected cases of abuse/neglect of a child, elder (age 60 or older), or disabled person.

2.  Instances of danger to self or other when reasonably necessary to protect the client or other parties from a clear imminent threat of serious physical harm.

3. Records that are subpoenaed by a court of law.

Like all forms of therapy there are possible negative effects as well as positive. Some of these include:

1. There may be an awareness of problems or additional issues.

2. Changes that occur during therapy my illicit negative or unexpected responses.

3. It is not uncommon for issues to get worse before getting better due to the emotional nature of working through relational problems.

Having read and understood all of the above information, I recognize my rights as a client and give my consent to treatment. 

Client Signature







Date

Client Signature







Date

Family Therapist Signature





Date

Consent to treat minor:

I, ___________________________ (Parent or Guardian’s Signature), give permission for  

________________________________ (Family Therapist), to conduct counseling with 

_________________________________ (Name of Minor), 

_________________________________ (Relationship with Minor).

NOTICE OF PRIVACY PRACTICES (Acknowledgement of Receipt of NPP)
Union Counseling Center, LLC understands that mental health information about you is personal.  We comply with Louisiana state laws and federal laws concerning personal health information. The Notice of Privacy Practices is available in the office and tells you how we use and disclose information about you. Please read carefully. 

I have been given access to a copy of the Notice of Privacy Practices.

______________________________________________________ / ______________________


Client Signature





        Date









 / ______________________ 

Client Signature




                    Date

_____________________________________________________/ ______________________

            Family Therapist Signature                                                             Date

INSURANCE INFORMATION AND RELEASE

This section of our form authorizes us to collect payment from your health insurance company.
You are authorizing the release of any information necessary to your insurance company to process the claims. You are authorizing payments under your insurance benefits to be made directly to Union Counseling Center. You agree that if the insurance payment amount is insufficient to cover the bill, you will be responsible for payment of the difference.
I AUTHORIZE Union Counseling Center, LLC TO KEEP MY SIGNATURE ON FILE FOR MY INSURANCE BENEFITS TO BE PAID DIRECTLY TO THE PROVIDER. I UNDERSTAND THAT I AM FINANCIALLY RESPONSIBLE FOR NON-COVERED SERVICES. 

CLIENT RELATIONSHIP TO INSURED: (CIRCLE)     SELF     SPOUSE     CHILD     OTHER

INSURED’S NAME (Policy Holder): ________________________________D.O.B.​​​____________________

INSURED’S ADDRESS: ___________________________________________________________________
INSURANCE COMPANY: _________________________________________________________________
ID/ MEMBER #: ________________________________________________________________________
GROUP AND/OR POLICY #: _______________________________________________________________
SIGNATURE OF CLIENT/INSURED: ________________________________________DATE:_____________
CREDIT CARD AUTHORIZATION FORM

Union Counseling Center, LLC requires you to fill out a credit card authorization form that automatically authorizes us to run any DELINQUENT BALANCES and LATE FEES on your credit card.

You are required to give at least 24 hours notice to cancel an appointment. Clients will be charged a late cancellation/no show fee of $50.00 for appointments that are cancelled without 24-hour notice.
Credit card numbers are kept safe and confidential.  

I AUTHORIZE Union Counseling Center, LLC TO KEEP MY SIGNATURE ON FILE AND TO CHARGE MY CREDIT CARD FOR LATE CANCELLATIONS, NO SHOWS, OR IF MY ACCOUNT BECOMES DELINQUENT. 

CARDHOLDER’S NAME AS IT APPEARS ON THE CARD: __________________________________________

ZIP CODE FOR THE CARD ACCOUNT: __________________________

CREDIT CARD TYPE: ____________________________________________________

CREDIT CARD NUMBER: ____________ - ____________ - ____________ - ____________

EXPIRATION DATE: _________/ ________ /_________ 

3 DIGIT CODE ON BACK: ____________________

SIGNATURE OF CARD HOLDER: ________________________________________________________

 Section3: Policies and Procedures 

 Qualifications:  I earned a Bachelor of Arts degree in Psychology and a Master of Arts degree in Counseling and Guidance with a concentration in Clinical Mental Health Counseling from Louisiana Tech University in 2015.  I am licensed as a Licensed Professional Counselor (#6550) with the Louisiana LPC Board of Examiners located at 8631 Summa Avenue, Baton Rouge, LA 70809 (225-765-2515).  

Counseling Relationship:  I see counseling as a process in which you the client, and I, the counselor, having come to understand and trust one another, work as a team to explore and define present problem situations, develop future goals for an improved life, and work in a systemic fashion toward realizing those goals.  It is my hope that counseling will provide you with a safe place for self-exploration and will equip you with skills to approach future life obstacles.  It is my desire to promote a warm and trusting atmosphere in which you feel free to examine patterns of relating to others and behaviors, thoughts, or moods that are causing you concern. I am multi-theoretical in my counseling approach, including but not limited to Cognitive Behavioral Therapy, Eye Movement Desensitization and Reprocessing (EMDR), and Play Therapy. Goals for therapy are always established through collaboration with you, the client. The ultimate goal of counseling is the successful resolution of the problems that are deemed most important to you through that collaborative process. I often use between-session assignments, which are a vital part of the therapeutic process. Completion of these assignments is necessary for you to obtain the most from the therapeutic experience. You must make your own decisions regarding such things as deciding to marry, separate, divorce, reconcile and how to establish custody and visitation. I will help you think through the possibilities and consequences 
on decisions, but my code of ethics prohibits me from advising you to make a specific decision. Your first session involves information gathering and becoming acquainted. I will obtain historical information from you and review the events that brought you to see me. Feel free to ask me any questions you may have. The nature of your need will be discussed and recommendations made concerning future appointments or outside referrals if I am unable to provide the service appropriate for you.

Areas of Focus:  I provide therapy for individuals and families. I work with clients of all ages and backgrounds, and with many different presenting issues. 

Fees and Office Procedures:  Counseling sessions are thirty, forty-five or sixty minutes in duration, with the last ten minutes used for rescheduling, payment, and other related business. Fees are due at the time the services are rendered if your insurance is not accepted. The Initial Evaluation cost is $200.00. The fee for each forty-five to sixty minute weekly individual or family session is $100-$130, or as determined by your health insurance. I will also charge your credit card on file a fee of $50 for no show or late cancellation. If you must cancel your scheduled session, please do so at least 24 hours before your scheduled time. Cash, personal checks, and third party payments are acceptable forms of payment. Please make checks payable to Union Counseling Center. The final obligation for payment lies with you, the client, not the insurance or managed care companies. Fees are subject to change. There will be a $20.00 NSF charge on all returned checks. I have morning, afternoon, and evening appointments available Monday through Friday and sessions are provided in the office, school, or home of the client. I offer a sliding scale and some lower fee slots, based upon income and circumstances, but I prefer to hold these slots for current clients who are experiencing life transitions. If my fee is a concern, please discuss it with me. If I am unable to accommodate your financial situation, I will provide you with referrals. If we arrange a reduced fee and we are meeting weekly, we will discuss a fee increase if you decide to reduce the frequency of our meetings.

Services Offered and Clients Served:  Individual and family counseling sessions are available. I approach counseling from a cognitive-behavioral perspective. Ultimately, I feel as though our thoughts, actions, and emotions are all interconnected and play a huge role in one’s life. 

Code of Conduct:  As a LPC, I am required by law to adhere to the Code of Conduct for practice as a LPC that has been adopted by my licensing board, the Louisiana LPC Board of Examiners.  A copy of the Code of Conduct is available to you upon request.  Should you wish to file a disciplinary complaint regarding my practice an a LPC, you may contact the Louisiana LPC Board of Examiners. 

Privileged Communication/Confidentiality:  I am required to abide by the professional practice standards for Licensed Professional Counselors and Louisiana law. I do not disclose client confidences and information to any third party except for materials shared during 
supervision without a client’s written consent or waiver except when mandated or permitted by law. Verbal authorization will not be sufficient except in emergency situations. Any material obtained from a minor client may be shared with the client’s parent or guardian.  State law mandates that I report to the appropriate authorities suspected cases of child abuse/neglect, elder abuse/neglect, or disabled abuse/neglect and instances of danger to self or others when reasonably necessary to protect the client or other parties from a clear and imminent threat of serious physical harm. Material revealed in counseling will remain strictly confidential except for when a court order is received directly to the disclosure of information. When working with couples, families, or groups, I cannot disclose any information outside of the treatment context without a written authorization from all individuals competent to sign such authorization. When working with a family or couple, information shared by individuals in sessions where other family members are not present must be held in confidence (except for the mandated exceptions already noted), unless all individuals involved sign written waivers at the outset of therapy. Clients may refuse to sign such a waiver but should be advised that maintaining confidentiality for individual sessions during couple or family therapy could impede or even prevent a positive outcome to therapy. Your signature at the end of this form also includes permission for audio taping of sessions. It is my policy to assert privileged communication on behalf of the client and the right to consult with the client if at all possible, except during an emergency, before mandated disclosure.  I will endeavor to apprise clients of all mandated disclosures as conceivable.  

Emergency Situations:  In the event of an emergency during business hours, call the office at (318) 265-9207 for guidance and assistance over the phone. If the therapist is in session or after hours, you may leave a message on the voicemail and your call will be returned as soon as possible. Please call 911 or go to your nearest emergency room if assistance is needed immediately. 

Client Responsibilities:  You, the client, are a full-time partner in counseling. Your honesty and effort are essential to success. As we work together, if you have any suggestions or concerns about your counseling, I expect you to share these with me so that we can make the necessary adjustments. You are expected to follow billing, scheduling and office procedures. If you have been seeing another mental health professional, it is expected that you get permission from them or terminate the counseling relationship. If permission is allowed, I would ask that you grant me authorization to share information with this professional so that we may coordinate our services to you. In addition, you are expected to follow through on any homework assignments in order for the therapeutic experience to be beneficial. Throughout the exploration process, issues may arise that are not within my realm of expertise. It may be necessary to refer you to a therapist with the training and expertise appropriate for you. This will be discussed with you should these issues arise.

Physical Health:  Physical health plays an important role in the emotional wellbeing of individuals.  If you have not had a physical examination in the last year, it is recommended that you do so.  Also, you agree to list any medications that you are taking on the intake form and who your primary care physician is.

Potential Counseling Risk:  A major benefit that may be gained from participation in therapy includes an enhanced ability to handle or cope with interpersonal relationships and a better understanding of self. However, changes that occur during therapy may produce unexpected or adverse responses from other individuals in the client’s relational context. Clients may become aware of problems or additional issues that they were not aware of prior to the onset of the therapeutic relationship that may result in discomfort. If this occurs, please feel free to share these new concerns with me. Also, there is a possible risk in couple or family counseling. If one partner changes, an additional strain may be placed on the relationship(s) if the other(s) involved refuse to grow. Marital or family conflicts may intensify as feelings are expressed.

Credit Cards: My policy, and the policy of BRCCC, is to securely store the client’s credit card number for payment purposes. It is used for the initial session, for subsequent sessions, for any “no shows”, and for appointments not cancelled with at least 24 hours of notice.

Social Media: We do not accept friend or contact requests from current or former clients on any personal social networking sites. We believe that adding clients as friends or contacts on these sites can compromise your confidentiality and our respective privacy, It may also blur the boundaries of our therapeutic relationship. If you have any questions about this, please bring them up when we meet and we can talk more about it. 

I have read the Declaration of Practices and Procedures of Amanda Booth, LPC, and my signature below indicates my full informed consent to services provided by Amanda Booth, LPC, and Union Counseling Center, LLC. I hereby sign in agreement and authorize this provider to release information to my primary care physician as needed. I also hereby sign in agreement and authorize this provider to release any information necessary to obtain assignment/payment of health care benefits from third party insurers, such as health insurance companies, HMO or PPO plans, or EAP programs, for the above services.

______________________________________________________________________________

Client Signature                                                                                                           Date

Therapist Signature

 Date

Parent/Guardian Consent for Treatment of a Minor.

I, ___________________________________, give my permission for Amanda Booth, LPC

           (Name of parent or legal guardian)

to conduct therapy with my ___________________,_____________________________________.

                                                    (Relationship)                           (Name of Minor)

Signature of parent or legal guardian                        




Date


Signature of parent or legal guardian                        




Date

Therapist Signature

Date
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