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Informed Consent 
 

The therapeutic services that are being provided to you are strictly confidential. 

Generally, confidentiality means that whatever you discuss in therapy, be it in group or 

individual will not be discussed outside of the therapeutic setting. However, there are 

certain limitations of confidentiality. 

 

First, your assigned therapist may discuss certain aspects of your treatment in 

supervisory sessions. These supervisory sessions are kept confidential, but are also 

important to insure you are being provided with the best possible treatment.  

 

Second, your therapist is mandated by law to report any client who threatens to hurt 

him/herself or someone else. Additionally, we are mandated to report to the responsible 

agency any instance in which a child is being or has been abused (physically, sexually, or 

by neglect). IN SUCH INSTANCES WE MUST REPORT TO AN AGENCY 

RESPONSIBLE TO EVALUATE AND HANDLE SUCH CONCERNS (SUCH AS 

CHILDREN AND YOUTH, CHILDLINE, OR THE POLICE).    

 

Third, if a client is 14 years of age or older his/her parents are not privy to that which is 

discussed in treatment. We encourage parents of client’s younger than 14 years of age to 

respect their child’s privacy and confidence understanding the importance of the 

confidential relationship to discuss important issues.  

  

I have read the above agreement and office policies and general 

information carefully. I understand them and agree to comply with them: 

 

 
_________________________   _____________________    ______  
Consumer Name (print)                                        Consumer Signature                                                          Date 
 

 
_________________________   _____________________    ______  
Parent-Caregiver Name (print)             Parent/Caregiver Signature                                 Date 
(if client is under the age of 14) 

 
_________________________   _____________________    ______  
Provider Name (print)                                        Provider Signature                                                          Date 

 


