
	

	
 

 

 

 

 

CONSENT FOR TREATMENT-ADULT 

 

 
I give my consent to receive psychological services for me and/or my dependent at the office of True Self 
Counseling Services.  
 
The nature of those services has been explained to me. I understand that all information, including verbal 
communications and written material, is treated with confidentiality.  
 
Confidential information will not be released to anyone without the written permission of the client.  
 
As provided by law, confidentiality may be breached for protective purposes when the client is imminently a 
danger to her/himself, to others, or in cases of suspected child abuse or neglect. 

 

Print Patient Name: __________________________________________________________________________________ 

Patient Signature: ________________________________________________________ Date: ______________________ 

Witness: _________________________________________________________________ Date: ______________________ 
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