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cLIENT AGREEMENT & CONSENT FOR TREATMENT FORM

Please read the following before signing below:
I have read and understood the information contained in the Information about PCC Services document.

In signing this Client Agreement and Consent for Treatment form, I acknowledge that:

· I do hereby consent to treatment by the Pastoral Counseling Center of St. Mary’s, Inc.

· I voluntarily enter into therapy with the therapist whose name is listed below.

· I may withdraw from treatment at any time unless treatment is mandated by court.

· I am 18 years of age or over and have not been declared incompetent by a court of law, or

· I am the parent/legally-appointed guardian or other authorized representative of the client to be treated who is 17  years of age or younger, or

· Although under the age of 18, I am legally empowered to consent to treatment per the conditions outlined in the Code of Maryland Regulations (COMAR). Under Maryland law, a minor (anyone under 18 years of age) can consent to medical treatment under the following conditions. 
· You are married;

· You have a child;

· You have an emergency (i.e., when any delay in obtaining consent from someone else will harm your health;

· You want specific treatment or advise about drug abuse, alcohol abuse, sexually transmitted diseases, pregnancy or contraception;

· You need a physical exam and treatment for injuries from an alleged rape or sexual offense;

· You need a physical exam to obtain evidence of an alleged rape or sexual offense: or

· You need an initial medical screening and physical exam after being admitted into a detention center.

· I acknowledge that I am financially responsible to PCC as described in Information about PCC Services document.  

I further acknowledge the following:

· I understand that therapy is a joint endeavor between the therapist and client, the results of which cannot be guaranteed. Progress depends on many factors, including commitment, motivation, effort and life circumstances.

· If my therapist believes that counseling is not appropriate for my circumstances or that I should be referred elsewhere, I will be so informed.

· I understand that effective counseling involves my attending regularly scheduled counseling appointments and talking openly with my counselor.

· My therapist will inform me of possible risks in my seeking therapy and will work with me in determining an appropriate course of treatment.

· I understand my right to have simple, clear explanations for treatment recommendations. I have the right to refuse such recommendations.

· I have been informed that my therapist ______________________ is a [ ] Staff Therapist [ ] Therapist Intern.

This form is an agreement between __________________________ and PCC. When we refer to “you” below, it will mean your child, relative, or other person if you have written his/her name here:









.

I acknowledge that the information contained in the Client Agreement and Consent for Treatment Form has been made available to me, explained to me, or read by me and that it was presented in clear, non-technical language. My signature affirms that the information is understood by me and enables me to make an informed voluntary consent to therapy.

If client is a minor:  I give permission for this minor child to receive therapy and for this minor child to receive therapy without a parent or guardian present.





 
Print Client’s Name: 




Signature of Client, Parent, Guardian or Representative


Date

      Authority to Represent Client

Signature of Therapist





Date
I hereby authorize the PCC to use or disclose my Health Information for the following purposes:

· Payment: Written authorization is not required for the PCC to contact you regarding payment for services. However, we request your cooperation in letting us know where to contact you for billing purposes.
· Operations: To receive appointment and reminder calls.
I authorize PCC to contact me in the following ways:


By Phone

	 FORMCHECKBOX 

	At Work
	 FORMCHECKBOX 

	Voicemail at Work
	 FORMCHECKBOX 

	Cell Phone 
	 FORMCHECKBOX 

	Cell Phone Voicemail

	 FORMCHECKBOX 

	At Home      
	 FORMCHECKBOX 

	Voicemail at Home
	 FORMCHECKBOX 

	 I prefer not to receive calls

	 FORMCHECKBOX 

	 Leave a message with _____________________________   Phone # _______________________



By Mail

	 FORMCHECKBOX 

	At Home      
	

	 FORMCHECKBOX 

	 Other mailing address ___________________________________________________



By Email

	 FORMCHECKBOX 

	 Address 1: _____________________________________________________________

	 FORMCHECKBOX 

	 Address 2: _____________________________________________________________


I understand that this authorization is in effect until my case is closed by PCC or until I revoke it in writing.

I hereby acknowledge that: 

· I have read and understand the information contained in this consent and that I am the Client or am authorized to act on behalf of the client to sign this document verifying consent to the above stated terms.

· A copy of PCC’s Notice of Privacy Policies has been made available to me. I am also aware that copies are posted in the waiting area for review.

Print Client’s Name: 














      

_




Signature of Client, Parent, Guardian or Representative

       Date
         Authority to Represent Client

Signature of Therapist





        Date
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