Matheson Counseling LLC

Consent to Treatment
Leah Matheson, MS, LCPC, LPC, CCMHC, NCC, RPT-S
Licensed Clinical Professional Counselor (KS) 2232

Licensed Professional Counselor Number (MO) 2006031965
Certified Clinical Mental Health Counselor 245470

National Certified Counselor Number 245470

Registered Play Therapist- Supervisor Number T-1264
EMDRIA Certified EMDR Therapist
I do hereby seek and consent to take part in the treatment by the therapist named above. I understand that developing a treatment plan with this therapist and regularly reviewing our work toward meeting the treatment goals are in my best interest. I agree to play an active role in this process. 

This undersigned acknowledges that the nature and goals of counseling have been explained prior to signing this consent form. I understand that no promises have been made to me as to the results of treatment or of any procedures provided by this therapist.

I am aware that I may stop my treatment with this therapist at any time. The only thing I will still be responsible for is paying for the services I have already received. I understand that I may lose other services or may have to deal with other problems if I stop treatment. (For example, if my treatment has been court-ordered, I will have to answer to the court.)
Please read and initial after each.

Kansas law (KSA 65-6319) requires that I inform you of my level of training. Your initial below indicates that you understand the following:  I am a Master’s Level Licensed Clinical Professional Counselor (LCPC) who is licensed by the State of Kansas.  I am licensed to provide independent psychotherapy in private practice.  Clinical Professional Counselors can diagnose and treat disorders listed in the current diagnostic manual (DSM-5).  I cannot prescribe medication.

_____

Your initial

Kansas law (KSA 65-6306) requires that “ When a client has symptoms of a mental disorder, a Licensed Clinical Professional Counselor (LCPC) can consult with client’s primary care physician or psychiatrist to determine if there may be a medical condition or medication that may be causing or contributing to the client’s symptoms of a mental disorder”.  You have the right to agree with or decline this consultation with your doctor.  Please initial only one of the 2 choices below.

1. _____ I agree to allow Leah Matheson, LCPC to consult with my primary care physician or psychiatrist about my condition.

______________________________ Physician Name

______________________________ Physician Address

______________________________

______________________________ Physician Phone Number

OR
2. ____  I decline to allow Leah Matheson, LCPC to consult with my primary care physician or psychiatrist about my condition. 

My signature below shows that I understand and agree with all of these statements.

__________________________________________________                     ___________

 Signature of client (parent/guardian)                                                                   Date

__________________________________________________                      __________
Signature of parent/guardian                                                                               Date 
I, the therapist, have discussed the information above with the client (and/or his or her parent, guardian, or other representative).  My observations of this person’s behavior and responses give me no reason to believe that this person is not fully competent to give informed and willing consent.

___________________________________________________                  ___________

                       Signature of therapist                                                                         Date

___ Copy accepted by client     ___ Copy kept by therapist
This is a strictly confidential patient medical record.  Redisclosure or transfer is expressly prohibited by law.
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