CONSENT TO TREAT MINORS

I, _____________________________ give consent for _________________________

                       Parents name                                                                               Child’s Name
to receive outpatient treatment from Meredith Lisa Kramer MSW, LCSW.

Please place an “X” by the statement that describes your present situation:
______ I am able to give consent to treatment for the child listed above and certify that  

             there are no court orders presently in effect that would prohibit me from solely 

             giving the power to consent to treatment.  (If you are single, separated or 

             divorced and do not have sole legal custody of your child, both parents will be 
             required to consent to treatment).
______I am the legal guardian, foster parent, or legal custodian of the child listed above

            by court order and there are no other court orders in effect that would prohibit me 

            from giving the power to consent upon another person.  (Please provide a copy 

            of the relevant documents that show the court order, guardianship papers or 

            foster care documentation).

____________________________________                     ________________________
              Signature of parent/guardian                                                     Date

____________________________________                     ________________________              

              Signature of parent/guardian                                                     Date

____________________________________                     ________________________              

                    Clinician Signature                                                               Date
