Psychological Services Permission Form

I hereby give my permission for myselffmy child to receive psychological services, including assessiment, counseling, or consultation, provided by
the designated professional staff.

Client Name:

| |

Date of Birth:

| |

Parent/Guardian Name (if applicable):

|

Type of Services (check all that apply):
[ Assessment

- Counseling

[ Consultation

Date:

| |

Signature:
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