LIVING WELL COUNSELING & CONSULTING

Consent To Treat

              _______   ANDREA J. GARWOOD, LMHC ____________ 

P.O. Box 560341 Orlando, Florida 32856-0341   Phone: 407-900-6605
CONSENT TO TREATMENT

I ___________________________, do hereby request to receive therapeutic services from Andrea Garwood, LMHC/Living Well Counseling & Consulting.  These services may include one or more of the following:  Individual Therapy, Group Therapy, Family Therapy, Psychological Testing and Behavior Modification Training or other designated services as necessary.

I understand that prior to the beginning of any treatment procedure, I will receive an explanation of the nature and purpose of the treatment / testing involved.  I also understand that while all reasonable effort will be made to accomplish the goals of the treatment plan, as designed specifically for me, Andrea Garwood, LMHC/Living Well does not guarantee the results of this treatment plan.

_______________________________

           ________________________

            Printed Name of Client       

 


     Date

______________________________


________________________

  Signature of Client/Legal Guardian



   Witness

