
 

 

 

Consent 
 

Name (printed):  ____________________________________________________DOB: ________________ 

 

I understand that all files are kept confidential in their use by the staff of Clinical Associates, P.A.  My written 

consent is required for any release of information by Clinical Associates, P.A.'s staff to other persons, 

organizations or agencies except in the rare cases of court orders, child abuse, life threatening situations and 

national security issues. There may be other occasions where a third party is responsible for contracting with 

Clinical Associates, P.A. and they are actually the client and control access to the information.   

 

I consent to participate in the necessary psychological testing, therapy, medication management, recommended 

medical tests or follow up or other procedures in the course of assessment and treatment regarding my concerns 

by the staff of Clinical Associates, P.A. 

 

I am aware that I have the right to discontinue at any time, except in cases where the treatment or assessment has 

been ordered by the court.  There are also times when discontinuation of services may result in negative 

consequences related to employment or other areas of life.  My provider may discontinue treatment if it becomes 

reasonably clear that I am not benefiting from treatment. 

 

I am aware that the practice of psychotherapy, medication management and related disciplines is not an exact 

science and I acknowledge that no guarantees have been made to me as a result of assessment, consultation or 

treatment. 
 

Exceptions or additions to the above are as follows:  _______________________________________________ 

 

Research Initiative - CA may collect information about you, your symptoms, the effectiveness of your treatment, 

or other variables related to your treatment. After all identifying information is removed, information may become 

part of a research initiative. This information is used to improve the services that we can offer, and to contribute 

to the body of knowledge about effective mental health treatment. You may choose to refuse to allow this 

information to be used for research by opting out at the end of this form. 

 

Your own effort will play an important role in determining how much benefit you receive from coming here.  

Another important part of treatment is honest communication between you and your provider.  If you have 

concerns about any items on this page, you should feel free to discuss them with your therapist.  Thank you. 

 

 

________________________________  ____________    _________________________  ___________ 

Patient Signature                                      Date     Legal Guardian Signature           Date 

 

________________________________  ____________     

Witness                             Date     

 

Opt Out of Research Initiative  

I do not want information about me/my child to be used in research, even if my name and other identifying 

information about me/my child is removed.  

__________________________________________   ______________  

Patient/Guardian Signature      Date   

 

 

 

 

 

 
 

 

 

 

 

 

 

 


