
Clifford Beers Clinic
CONSENT FOR TREATMENT

I, 






, born on _____/_____/______, am seeking care from the 



(Client Name)
Clifford Beers Clinic.

I have received both a program description handout and a copy of the Client’s Bill of Rights/Grievance Procedure. I understand my rights to treatment at Clifford Beers.  I am aware of the following:
· Required Disclosure Policy - Clinic Staff must make a report to the appropriate authorities 

· if there is a concern of unreported sexual, verbal, physical or other abuse or neglect to a child
· if I threaten to harm another individual 
· if the staff member feels that I am in danger of harming myself 
· Emergency Policy

· My emergency contact will be immediately notified if I am in need of emergency medical assistance
· 911 will be called so that emergency service personnel can respond 
I agree to participate in treatment at The Clifford Beers Clinic. I understand that clinic staff will work with me to create a plan of care. By signing below, I agree to receive care through any program offered at the Clinic for the duration of this episode.  Note: The most recent signed version of this form contained within the medical record will supersede previous version(s) if one exists within the episode of care.
Signature of Client (Required)





      Date
Note: If client is unable to write, and/or understand content, please document reason why client is unable to sign below
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