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Minor Consent 

This is to certify that I/we __________________________________________________ have legal custody or  
 
guardianship of _________________________________  DOB ____________ AND have the legal right to 
authorize the care, treatment and counsel of the above child.   
 
Therapy is most effective when a trusting relationship exists between the therapist and the child.  Privacy is especially 
important in securing and maintaining that trust.  My primary responsibility is for the care and treatment of your child.  It 
is my policy to provide you with general information about treatment status.   I will not share with you what your child has 
disclosed to me without your child’s consent.  I will tell you if your child does not attend sessions.  
 
If your child is an adolescent, it is possible that he/she will reveal sensitive information regarding sexual contact, alcohol 
and drug use, or other potentially problematic behaviors. Sometimes these behaviors are within the range of normal 
adolescent experimentation, but at other times they may require parental intervention. We must carefully and directly 
discuss your feelings and opinions regarding acceptable behavior.  If I ever believe that your child is at serious risk of 
harming him/herself or another, I will inform you. 

The parents agree that in the event custody of, or visitation with, the child is contested in a legal proceeding, each of the 
parents and their attorneys will not require the psychotherapist to testify at any of the proceedings, because to do so would 
hurt the child's treatment, because the psychotherapist’s role is a therapeutic and not evaluative one, and because other 
forensic professionals would be better able and more appropriate to conduct any necessary evaluation. Because of these 
limitations, the psychotherapist also will not be able to give any opinion regarding custody, visitation or any other legal 
issue. If such a proceeding does occur, the parents agree that the psychotherapist's role will be limited to providing to a 
mental health professional appointed to perform such an evaluation, and/or to the attorneys, law guardian, if any, and the 
judge involved in the legal proceeding, written information regarding, and/or the record of, the child's treatment; the 
psychotherapist will provide these either as required by law or upon the authorization of either parent.  

I have read the above paragraphs and understand them. By signing below, I agree to the above. 
 
 
____________________________________________                 _________________________ 
Signature of Responsible Party                 Date 

Consent to Videotape & Photograph Therapy Sessions 

 
I, _____________________________, give Capturing Serenity, LLC permission to make photograph, audio or video 
tape recordings of sessions.  After clinical use, the tapes are erased.  All photographs and/or videos are treated with the 
same ethical concern as confidential records.   

If you choose not to give permission for all of the procedures above, the therapist will not be allowed to audio or video 
record your sessions.   

 
___________________________________________________         _____________________ 
Signature of Responsible Party               Date 


