Client's ID#

Midwest Behavioral Care, Ltd.
Administrative Office

Administrative Office: 3821 Little York Road
Dayton, Ohio 45414

Phone: (937) 454-0092

Fax: (937) 264-1101

CONSENT TO TREAT A CHILD/ADOLESCENT

Part I: In order for us to treat a minor child (under 1&ngeof age) we must have the
written consent of the child’s parent(s) or legahrdian(s). Please indicate your
consent for us to treat your child by signing fibleowing statement:

l, , State that | trevéegal right to authorize
Midwest Behavioral Care and/or its staff to pra/idental health services to

(DOB: )and do herewith
authorize said services.
Signature Date
Signature Date

Part I1:As a rule, parents or legal guardians have a tgghbomplete access to all
information concerning the adolescent or chilcbled in therapy with us. However,

our  experience suggests that in order for mang eimd/or adolescent clients to feel
comfortable in therapy, it is beneficial to offaem the opportunity to talk with the
therapist and to know that what they tell the dpest will not get back to their parents
(except in cases of imminent danger to the clemthers, or where the therapist
considers the information to be so serious thaptrents’ ultimate responsibility for the
client’s welfare dictates that the parents be kajormed).

We ask that you consider this issue in the thevagyyour child. If you are willing to
agree to this informal waiver of your right to fdilsclosure, we ask that you do the
following:

a) indicate your agreement by signing the formoweand

b) tell your child that you have agreed to allow/her to talk with us with a spirit of
privacy, and that you will not insist thag¢ welate all that your child tells us back to
you.

Signature Date

Signature Date
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