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	Family Facets
P. O. Box 1662
Columbia, MO  65205
	

	PHONE: 573-886-7422
	Toll Free Fax:  1-877-215-7155
	FAX: 573-814-1557

	CONSENT FOR COUNSELING

	TO:
	Whom It May Concern
	
	RE:
	Counseling and/or Therapy Services

	
	     
	
	
	     

	

	(I / We) hereby agree to participate in counseling and/or therapy with the professional counselor or therapist named below as a part of the Intensive In-home Services being provided to our family, and further agree and authorize that the Counselor/therapist to release any information related to the Counseling/therapist services to the Children's Division of the Missouri State Department of Social Services, or any of their authorized representatives, and

	any authorized representative of the Contract Agency:
	Family Facets

	

	
	Counselor or therapist:
	Name:
	     

	
	
	Address:
	     

	
	
	City:
	     

	
	
	Telephone:
	     

	(I / We) hereby release the above named Counselor/therapist from any liability for information furnished pursuant to this authorization.

	Information:
	a)
	 FORMCHECKBOX 

	One time only
	

	
	b)
	 FORMCHECKBOX 

	For a time limited period of
	     

	

	The need for the services referred to above and the information that is to be shared has been discussed with me (us).

	

	Adult, or Custodian if minor
	Signed:
	     

	
	Address:
	     

	
	Date
	     

	
	Witness: (If applicable)
	     

	(Use the Notary Clause only if required by the Counselor or Therapist)

	STATE OF MISSOURI
	)
	
	

	
	)
	Ss 
	(Notarization, if applicable)

	COUNTY OF
	     
	)
	
	

	The undersigned, 
	     

	Being first duly sworn, deposes and states that the undersigned has executed the foregoing Consent For Counseling as the free act and deed of the undersigned.

	
	     

	Subscribed and sworn to before me this 
	     
	day of 
	     ,
	     .

	
	     

	My Commission Expires:
	     
	
	Notary Public
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