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I consent that ___________________________  may receive mental health services.   

 

I also affirm that I am the parent or legal guardian and I am authorized 

to provide such consent.  Mental health services may include individual, 

family, or group psychotherapy.   

 

 

_______________________________________  _____________ 

 

Print Name of First Parent or Legal Guardian  Date 

 

 

_______________________________________  _____________ 

 

Signature of First Parent or Legal Guardian   Date 

 

 

_______________________________________  _____________ 

 

Print Name of Second Parent or Legal Guardian  Date 

 

 

_______________________________________  _____________ 

 

Signature of Second Parent or Legal Guardian  Date 

 

 

_______________________________________  _____________ 

 

Witness       Date 


