
 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

I, _____________________________________, the undersigned, hereby attest that I have voluntarily 

entered into treatment or authorize __________________________, who is my child or a person over 

whom I have legal guardianship, to receive treatment at Sycamore Counseling Services.  

I understand that my therapist may be licensed as any of the following: LLPC*, LPC, TLLP**, or LLP**. 

Services may be provided by a graduate student intern/therapist if I give separate consent. I understand 

that either party may discontinue therapy at any time. The clinic encourages that this decision be 

discussed with the treating therapist to help facilitate a more appropriate plan for discharge.  

Risks and Benefits: Psychotherapy can have benefits and risks. Since therapy involves 

discussing unpleasant aspects of your life, you may experience uncomfortable feelings such as 

sadness, guilt, anger, frustration, loneliness, and helplessness. Conversely, psychotherapy has 

been shown to have benefits and often leads to better relationships, solutions to specific problems, 

and significant reductions in feelings of distress. I understand that no guarantees have been made 

to me about the results of assessment and treatment. I may feel better from my treatment here, but 

this facility does not promise that this will happen or how long it will last. 

Treatment Plan Formulation: I understand that I will give Sycamore staff information to help 

complete a diagnosis and treatment plan for me. It is my responsibility to notify my therapist if there are 

significant changes in my emotional or physical condition. I understand that my therapist will use the 

information provided to develop a treatment plan that has in it my treatment wants, needs, and desires. 

Following my treatment plan will help to give me the best chance to feel better.  

Confidentiality: My treatment information is protected and confidential. I understand that Sycamore 

will maintain my information as regulated by applicable state and federal (Health Information Portability 

and Accountability Act) law. My treatment records and other personal data are only given out with my 

prior, written permission. 

Limits to Confidentiality: Information may be given without my consent only as required by law and for 

the purposes of consultation. I acknowledge these limits to confidentiality: a) the therapist may use 

information within Sycamore and with its business associates for treatment, payment, and other health 

care operation b) the therapist will consult with clinical supervisors and colleagues in order to provide 

high-quality care c) records may be released, as required by law, to answer certain subpoenas or court-

orders d) confidentiality will be limited in the event of threats of homicide or suicide, to report the 

suspicion of child abuse or child neglect, and to report elder abuse or abuse of a handicapped person or 

to report a crime which may occur in the future e) the therapist may report physical assaults or crimes 

which occur on the clinic premises.  I understand that I have the right to speak with my therapist about 

these exceptions to confidentiality. 

Values in Counseling: Research has shown that no person can entirely separate themselves from 

their values. I understand that Sycamore and its therapists hold a Christian worldview. I understand 

that, as part of the intake process, I will be asked about my spiritual background to determine my 

level of comfort with and desire to incorporate or abstain from incorporating a spiritual focus into 

therapy. I understand that I will not be discriminated against for differing worldviews. I have the right 

at any time to request changes to the level of spiritual integration incorporated into therapy based 

upon my desires and these preferences will be honored by my therapist. I have the right to discuss 

these matters in detail with my therapist.  

 

CONSENT TO TREATMENT 
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CONSENT TO TREATMENT (CONTINUED) 

Medication: If I am taking medication or begin new medication while in treatment, I will disclose to my 

therapist any changes in the type(s), dosage(s), and frequency of medication I am taking and/or have 

stopped taking. I agree to tell my prescribing physician or psychiatrist first if I want to stop taking my 

medication for any reason. I agree that I will not stop taking my medication until I have spoken with my 

prescribing physician or psychiatrist first.  

Technology: I recognize that there is increased risk of compromise to my confidentiality by using   

technology. I understand that Sycamore holds client privacy in the highest regard and that I must opt-in 

to the use of optional technology-based communications that Sycamore offers  for convenience. I 

understand that I have the right to ask questions and receive clarification about the use of these 

technologies and that I can revoke my consent to further use of these communications at any time. 

 

 

 

 

 

 

 

 

 

 

 

I consent to treatment and agree to the above stated policies and agreements with Sycamore. 

Client/Parent/Guardian signature: _________________________________ Date: _________________ 

I, the therapist, have discussed the information above with the client (and his or her parent, guardian, or 

other representative).  

Therapist signature/certification: __________________________________ Date: _________________ 

 

         LLPC: Limited Licensed Professional Counselor                  LPC: Licensed Professional Counselor 

         TLLP: Temporary Limited License Psychologist                   LLP: Limited License Psychologist  

                    * An LLPC therapist is supervised by an LPC approved supervisor as required by law. 

                    ** TLLP and LLP therapist is supervised by a fully licensed psychologist as required by law. 

 

(Check Yes or No) 

     YES        NO 

                           Sycamore may e-mail appointment reminders and other correspondence regarding               

appointments and services. E-mail address: ________________________________ 

                           I consent to opt-in to receive text messages from Sycamore regarding my             

appointments and services.  

                           I consent to communicate with my therapist at their direct number provided to me 

and I understand that this direct number is a Google Voice telephone service. 

                           When Sycamore staff calls regarding appointments or confirmations, I authorize the 

following person(s) to be designated as able to receive messages or information if I 

am unavailable: _______________________________________________________ 

                           Sycamore may send me a follow-up questionnaire and satisfaction survey  

                           If this box is checked yes, I am aware that my therapist may be a Graduate Student 

Intern practicing under supervision.  

 


