RESTORING PEACE
COUNSELING SERVICES

CONSENT TO TREATMENT OF A MINOR

I, (print name) :

am the (circleone) MOTHER FATHER LEGAL GUARDIAN

of \

and | authorize to provide psychotherapy to said minor.

I also agree to be legally responsible for any charges said minor may incur during

therapy with . (initial here)

Date:

Signature of parent or guardian

Date:

Witness

Restoring Peace Counseling Services 3311 Old Forest Road, Suite 101, Lynchburg VA, 24501
Info@RestoringPeaceVA.com  434-363-4815
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