
Growth Space, PLLC 

Informed Consent to Treat 

________________________      ________________________         ________________________  

Client name     Date of Birth    Date 

This is an informed consent form dealing with your consent to engage you or your child in counseling 
service. It is important that you confirm that you understand the basis of what this consent mean below.  

 
I, ________________________, consent to understanding by placing my initials at the end of 

each statement.  
 

 
 
1. 

Your counseling services are confidential and will be between yourself and your counselor only unless you fill 
out a release of information giving your counselor permission to share your protected health information. 
Your therapist is not bounded by confidentiality in the case of imminent harm to yourself, others, children, 
elders, or in the case of a court subpoena.  

 
initial 

 
2. 

Progress notes and contact notes will be written on each contact with your counselor. I 
can request to be a participant in the writing of my notes.  

 
initial 

 
3. 

I can request my notes at any time as they are my property. My counselor can redact or 
deny this request if the counselor feels it is an inappropriate or harmful choice for you.  

 
initial 

 
4. 

I can terminate from services at any point in time and request a new referral to a new 
provider, no questions asked and with no judgment. I can also return later if I terminate 
services.  

 
initial 

 
5. 

Treatment methods used in services will be explained to me and I will verbally consent to 
those methods. I will ask questions or express concerns in a treatment method if I have 
them.  

 
initial 

 
6. 

If I choose to engage in counseling via video chat, phone calls, or actively in the 
community, my counselor cannot guarantee confidentiality due to lack of privacy in these 
arenas. 

 
initial 

7. Intakes will be completed on a yearly basis. Goal setting and progress updates will be 
conducted at most every 6 months.  

 
initial 

8. Growth Space Counseling will bill insurance as a courtesy, but if the insurance company 

does not pay for services after 90 days, the client is ultimately responsible for payment.  
 

Initial 

9. Growth Space Counseling is in compliance with HIPPA. You can access HIPPA’s Notice of 

Privacy Practices on Growth Space’s Website or request a copy from your counselor. 
 

Initial 

 

_______________________________       _______________________________      

Signature         Date 

 

_______________________________      _______________________________     

Name (printed)            Name of Client/Relationship to client if filled out by Guardian 


