Consent Form
I consent to treatment by Dr. Myrna Dartson and understand that any information shared is confidential and may not be revealed or shared with any other person or entity without my written permission.

I have been informed and understand the limits of confidentiality, that by law, the therapist must report to appropriate authorities any suspected child abuse or serious threats of harm to myself or another person.

I understand that regular attendance will produce the maximum possible benefits but that I am free to discontinue treatment at any time in accordance with the policies of this office.

I understand that I am financially responsible for any portion of the fees not covered or reimbursed by my health insurance.

Name (print)  __________________________________________________

Signature ______________________________________________________

Therapist Signature ______________________________________________

Date ________________________________
