

[image: ]
4255 Harlem Road   ·   Amherst, NY  14226
[bookmark: _GoBack]Phone/Text:  (716) 245-4415 / Fax:  (716) 328-1768
Email:  sscwny@gmail.com


Consent for Child to Receive Mental Health Counseling

I, (your name) ___________________________________________, have the legal authority to obtain mental health counseling for my child.  I hereby give consent to the therapist, __________________________________________ from Supportive Solutions Mental Health Counseling, PLLC to provide the following:  conduct interviews with, provide counseling to, and provide mental health treatment to my child, _____________________________________________. 

I understand the meaning of this consent and acknowledge that the purpose and nature of the consent has been explained to me. 

Date: _________________

Parent/Guardian:  __________________________________________________________
Adolescent Signature:  _______________________________________________________

I have witnessed the above signatures and explained the meaning of the consent form.

Witness (therapist):  _________________________________________________________
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