  Consent to Treat a Minor

     

 James J. Sanders

  LMFT, LPC.  CCMHC
MFC Lic. # 40061

Phone # 949-636-7529
I/we____________________________/________________________________give 
consent to James J. Sanders, LMFT, LPC. CCMHC to conduct psychotherapy with my 
child __________________________________.

In most cases the holder of the privilege is the parent, yet legally and ethically minors like adults are entitled to confidential communication with their licensed therapist. While confidentiality is an important element of therapy, I will be sensitive to your concerns as a parent. I will provide you with information regarding your child’s progress without breaching your child’s confidence. However, I will breach your child’s confidentiality if  their communication indicates a danger to their well-being.

By law I am compelled to breach confidentiality to authorities in incidents that involve child, dependent, elder abuse or intent of grave danger to self or others.

Thank you for allowing me to assist your child.

Signature____________________________Relationship_______________Date_______
Signature____________________________Relationship_______________Date_______
