CONSENT FOR TREATMENT


Dr. Jennifer M. Lee, PhD, LCMHC
120 Main Street, Suite 103

Nashua, NH 03060

(978) 606-9327

jmleecounseling@gmail.com
www.jmleecounseling.com
Consent for Treatment 
	NAME OF CLIENT IF 18 YEARS OF AGE OR OLDER
I, ____________________________________  give my consent to receive mental health counseling services (face-to-face at 120 Main Street, Suite 103, Nashua, NH 03060 or, via Telemental Health) from Dr. Jennifer M. Lee, PhD, LCMHC. 

	NAME OF CLIENT IF MINOR (18 YEARS OF AGE OR YOUNGER)

I, as legal guardian, give my consent for  _____________________________________ to receive mental health counseling services (face-to-face at 120 Main Street, Suite 103, Nashua, NH 03060 or, via Telemental Health) from Dr. Jennifer M. Lee, PhD, LCMHC.


The goal of counseling is to provide support and psychoeducation to individuals, couples and families utilizing a variety of therapeutic techniques to improve the overall well-being of the individual/s. These techniques focus on increasing personal insight and self-esteem, improving communication skills, learning affect regulation and problem solving among other individually identified treatment goals. 
*By signing this consent form, I agree to and understand: 

· Be present at scheduled appointments (in office, or via telemental health)
· Provide Dr. Jennifer M. Lee, PhD. LCMHC 24-hour notification when cancelling appointments (call, text, or e-mail)

· Be responsible for payment of $125.00 (out-of-pocket fee) if appointment is cancelled/no show without 24-hour notification.

· Fee will automatically be charged day of missed appointment via credit/debit/HSA, as indicated on the authorization to accept payment form on file and signed by client, or authorized account holder on account, at time of intake.
· Counselor has right to discharge client if there are 3 cancellations, or no-shows without 24-hour notification.
I understand that participation in therapy is voluntary, and I can terminate services at any time.

By signing this release, I confirm that I have read and understand these services and policies and have discussed any questions or concerns with my counselor.
I understand that confidential information contained in my record may not be released without my written authorization, except as provided by law (Such exceptions include threat of physical harm to oneself or others, or abuse of a child, elder, or disabled person). 

I understand that insurance representatives have or will be consulted regarding my involvement in services for utilization review, care coordination, and quality management.
I acknowledge that for my counselor to give or receive any information regarding my therapy I must sign a written release form.
At any time during involvement in therapy if there are any questions or concerns, please contact me at (978) 606-9327.
_______________________________________________

_______________
Client Name Printed (Guardian if Client is a Minor) 
 

Date

___________________________________________
___

_______________
Signature of Client (Guardian if Client is a Minor)   


Date
___________________________________________
___

_______________

Therapist Signature





Date
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