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PARENTAL CONSENT FOR MENTAL HEALTH TREATMENT 

I, ____________________________ the parent/guardian of _______________________ (child’s name) hereby give consent for said minor to seek counseling, psychoanalysis, and/or psychological assessment/testing by Belinda J. Torres Ph.D.. The minor’s birthday is: ___________________(mm/dd/year).

_________ (initial) Dr. Torres has gone over the proposed treatment plan.

 _________ (initial) Dr. Torres has also gone over the overall nature and extent of any possible risks involved in the treatment, if any.  

_________ (initial) I understand that my consent for the minor to receives these services remain in effect until the minor turns 18 years old.  

_________ (initial) I understand in order to withdraw my consent for treatment of the minor, I will need to give written notification to Dr. Torres.  

If you have any questions or concerns related to this form or the proposed treatment plan, please contact Belinda J. Torres Ph.D. at 440-358-1159.

________________________________________________
Signature of Parent/Guardian

_____________________________
Date
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