
 
 

 
 

TREATMENT AUTHORIZATION FOR MINORS 
 
 

 
I, ______________________________________________________ 

 

authorize_______________________________(therapist) to provide  

 

counseling services for my son/daughter 

_______________________________________________________. 

 

Information about my child will be held in strict confidence except for legal 

requirements relating to the child abuse reporting laws. 

 

 

____________________________________  
Parent or Legal Guardian Signature 
 
 
____________________________________ 
Date 
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