Consent for Treatment

Healing Happens provides mental health services in compliance with applicable state and federal laws.
This Consent for Treatment form complies with the laws of Florida, Georgia, North Carolina, South
Carolina, and Tennessee. Please read carefully and sign below to indicate your understanding and
agreement.

1. Nature of Treatment

| understand that | will be participating in mental health treatment, which may include individual, family,
couples, or group therapy. This treatment may involve discussing difficult emotional issues, and while
potential benefits include symptom reduction and improved functioning, there may be temporary
emotional discomfort. | acknowledge that my therapist will explain treatment methods, risks, and
alternatives.

2. Confidentiality

| understand that all information shared with Healing Happens will remain confidential, except in the
following circumstances:

e If | pose an imminent threat to myself or others

o If there is suspected abuse or neglect of a child, elder, or dependent adult
e Ifrequired by court order or mandated law

e [f | disclose involvement in criminal activity requiring mandatory reporting
e If I voluntarily sign a Release of Information form

3. Telehealth Services

| understand that treatment may be provided through telehealth (phone or video), especially in
accordance with laws in FL, GA, NC, SC, and TN. | acknowledge the potential benefits and risks, including
confidentiality concerns, and agree to use a secure, private environment. As permitted under Florida law
(§456.47, Florida Statutes) | understand that | may request the physical location of my provider at any
time during telehealth sessions.

4. Client Rights

| understand that | have the right to:
e Be treated with respect and without discrimination
e Receive information about my therapist’s qualifications and methods
e Participate in my treatment planning
e Refuse or discontinue treatment at any time
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e Request a second opinion or referral

5. Consent and Signature

By signing below, | confirm that | understand the nature of services provided, the limits of confidentiality,
my rights as a client, and the risks and benefits of treatment. | voluntarily consent to receive treatment
from Healing Happens. | understand that no specific results or outcomes are guaranteed from the services
| receive.

Client Signature: Date:

Parent/Guardian: Date:
(if applicable)
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