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Licensed Clinical Psychologist

www.drvanderhorst.com

8701 Georgia Avenue, Suite 713, Silver Spring, Maryland 20910

Phone and Fax:  301-578-8760



INFORMED CONSENT FOR TREATMENT

YOUR SIGNATURE BELOW INDICATES THAT YOU HAVE READ THE INFORMED CONSENT FOR TREATMENT AGREEMENT AND WILL ABIDE BY ITS TERMS AND WANT TO CONTRACT FOR TREATMENT.  YOUR SIGNATURE ALSO SERVES AS AN ACKNOWLEDGEMENT THAT YOU HAVE REVIEWED THE HIPAA NOTICE FORM DESCRIBED IN THE INFORMED CONSENT FOR TREATMENT AND BEEN DIRECTED TO MY WEB SITE AT WWW.DRVANDERHORST.COM TO OBTAIN  A COPY OF THE HIPAA REGULATIONS PERTAINING TO MENTAL HEALTH TREATMENT AND A COPY OF THE INFORMED CONSENT FOR TREATMENT.

I elect to engage in therapy with Gloria Kay Vanderhorst, Ph.D., 

PATIENT SIGNATURE(SEAL)




  
  DATE
 
PRINT YOUR NAME: 










IF YOU ARE CONTRACTING FOR SERVICES TO A MINOR PLEASE SIGN AS

PARENT/GUARDIAN(SEAL)





DATE:


PRINT YOUR NAME: 










WITNESS








DATE 
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