


Informed Consent for Treatment Confirmation





Behavioral Health Partners
Except in emergency and/or crisis situations, your therapist has an ethical obligation to obtain your informed consent before initiating services.  

I, __________________________________________,  do voluntarily consent to care and treatment by Dr. Carpenter.
Consent for Treatment 

· I understand that like the other healing arts, psychotherapy is not an exact science and that no guarantees are being made as to the results of evaluation or treatment.

· I am aware that I am an active participant in this endeavor, and that I share the responsibility for treatment process, including goal setting and termination. 

· I understand that our work will be kept confidential with the exception of legal limitations on confidentiality.  In addition, I am aware that, although my therapist is a clinically independent practitioner, consultations with associates are at times clinically advisable and my signature below gives my therapist permission to do that. The associates also provide emergency coverage for each other when one is out of town, and I understand that an associate providing coverage for my therapist may need access to relevant information to provide the best interim care possible. 

· I also authorize the release of any information necessary to process any insurance claims.  This would include ongoing release of information to meet managed care review requirements. 

· Behavioral Health Partners has a Grievance Procedure which is available upon request to all patients. 

· If you are a member of a Managed Care Organization (MCO), a Member’s Rights and Responsibilities document may be available to you.  

· Behavioral Health Partners has provided me with the opportunity to read the Notice of Privacy and all of my questions have been answered. 

· You have the right to revoke this consent in writing and terminate services with the above named therapist at any time.  In that event, your therapist or BHP staff is willing to help you locate alternative resources in the community. 

If you have any questions about the information on this sheet, please let your therapist know.  

1) “I have read and understand the information on this sheet.  My signature indicates my informed consent with Dr. Carpenter.”
2) Managed Care Organizations encourage the voluntary sharing of information with the patient’s Primary Care Physician (PCP) and/or referring MD.  Please indicate your preference regarding 
Dr. Carpenter sharing clinical information by initialing one of the choices below. 
     _____ Yes, share relevant clinical information.   
     _____ No, do not share information at this time. 

3) A text or phone reminder of appointments is available. *If you desire BHP to contact you to remind you of your appointment, please initial the preferred method of contact.
        ______ Text # _________________________________________ 

               ______ Phone #__________________________________________                              
               ______ No contact preferred 

    X__________________________________________________________        Date: __________________

         (Signature of Person Agreeing to Treatment (or parent/guardian) 

      *Please be advised that failure to receive a text or phone call reminder does not absolve you from

        keeping track of  your appointment.  Phone and text reminders cannot be responded to directly.  Please
        call the office to cancel or reschedule your appointment if necessary.  
