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CONSENT FOR TREATMENT FORM

Patient Name:______________________________________________________________________

Parent/Guardian: (If Applicable):______________________________________________________

The guidelines listed below will maximize the benefits of your treatment.  By signing this form, you acknowledge receipt and understanding of these guidelines and consent to receive treatment from Brian S. Sedgeley, Psy.D.
What you can expect:

A discussion about the potential benefits and limitations of therapy.

Collaborative goal-setting for your therapy.

Your confidentiality will be maintained to the fullest extent of the law. Limits to confidentiality will be discussed.

Your therapy appointment will begin and end on time.

In the event that an appointment needs to be cancelled or rescheduled, Dr. Sedgeley will provide you with the most possible notice.

Dr. Sedgeley will explain his fees.  In the event that fees increase, you will be given 30 days notice of the change.

What is expected of you:

Timely attendance at all scheduled appointments.

Full payment at the time of service.
At least 48 hours notice for any cancellation or reschedule.  Fewer than 48 hours notice may result in a charge for the session. 

Consistent engagement in the therapeutic process.

I hereby acknowledge receipt and understanding of these guidelines and agree to enter into treatment with Dr. Brian S. Sedgeley.  I further understand that I may revoke this consent at any time.

___________________________________

______________

Client/Parent/Guardian Signature


Date

___________________________________

Relationship to Client

Supervised by: Beate Lohser, Ph.D., PSY13489


