Aspire Counseling and Clinical Consultation, PLLC
Acknowledgement and Acceptance of Office Policies
Informed Consent for Treatment

I, __________________________ , have read and understand the office policies, which are available at www.aspiring2.com.  I also understand that if I prefer I can request a paper copy of the office policies from Judy Jepson-Hebert, LICSW.  I also understand that if I have any questions regarding the points below, it is my responsibility to ask for explanation or clarification.

(Code of Ethics
*Informed Consent
(Qualifications and Scope of Practice

(Confidentiality

(Reporting Requirements

(Minors

(Conflicts of Interest

(Court Ordered Treatment

(Professional Boundaries

(Concerns or Complaints

(Limits of Availability

(Recommended Treatment

(Limit of Services

(Fees/Cost of Services

(Professional Records/
(Electronic Communications

(Client’s Rights and Responsibilities

__Confidentiality of Alcohol and Drug Abuse Patient Records (if applicable)
I consent to voluntarily participate in treatment provided to me by Aspire Counseling and Clinical Consultation, PLLC.  If applicable, I also consent for my son/daughter to receive treatment here.  
Signature____________________________________________Date_______
