Sylvie Abramson, LCSW, DCSW
CONSENT FOR TREATMENT

As an applicant for counseling services, I understand I am assured the following rights:

1. The right to a complete description and explanation of my treatment

2. The right to refuse and/or terminate treatment at any time

3. The right to confidentially, whereby:

Confidential and privileged communications are the rights of all clients of psychologists, counselors, psychiatrists and social workers according to law and professional ethics. I understand that confidential information about me, my psychological test results and the psychological or counseling services provided to me will not be released without my written permission, except as otherwise required by law or by a court of competent jurisdiction. The law provides for the following exceptions to this provision:

a. If the therapist has knowledge of child or elder abuse.

b. If the therapist has knowledge of the client’s intent to harm oneself or others.

c. If the therapist receives a court order to the contrary.

I understand that reasonable efforts will be made to discuss with me any disclosure of confidential information that is being considered. If I have any questions about the above information, I know that I am free to discuss them with my therapist at any time

In case of emergency if my therapist is not immediately available I understand that I can call 911, or the Crisis Hot Line at (954) 467-6333.

I also understand that as a recipient of counseling services I have the following responsibilities:

1. I am responsible for services rendered.

2. When insurance is utilized I am responsible for any portion that is not covered.

3. If I fail to give 48 hours notice for a cancelled appointment, I understand that I am responsible for a canceling fee.

I have read the above and understand it.

Signature of Client: __________________________________ Date: ________________

