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I have read, understood, and agreed to the information contained on this page. 
(Initial Here) 

CONSENT FOR TREATMENT 
As a Registered Psychologist, services are governed by professional standards of practice. This form is to 
ensure you are aware of the professional and ethical standards of practice that are upheld in this practice. 
By signing this document, you are indicating that you have had an opportunity to discuss the nature of the 
psychological service(s) that appear to be the best fit for the identified client(s), based on the information 
presented during the first intake session or during discussions with the clinician prior to commencing the 
therapy process. Once the document is complete, it indicates you are providing informed, written consent to 
the type of psychological service(s) that you are requesting. 

Please read this document and initial the box on the bottom left hand side of each page. Your initial 
indicates that you have read, understood and agree to each of the conditions in this agreement. 

1. I/we are aware that this is a professional service and that Ken Gardner (Therapist) is a Registered
Psychologist with the College of Alberta Psychologists (Registration Number 1801). 

2. I/we agree that the Therapist must be informed of any third-party coverage in advance if direct billing is
to take place. Otherwise the client will be expected to pay for the service, as indicated in the Notice 
of Office Policy (handout provided). 

3. This consent is for services to be provided to (name of individual(s)).

4. In this case, Ken Gardner (the therapist) will render the following services, as checked and initialed below.

☐ Play Therapy

☐ Individual Counselling – Child/Adolescent

☐ Individual Counselling – Adult

☐ Review of File Information

☐ Marital/Couple or Family Counseling

☐ Psycho-educational assessment

☐ Parent Consultation

☐ Child Assessment (specify): ☐ Psycho-educational

☐ Emotional / Behavioural

☐ AD/HD Screening

☐ Other: (specify) _____________________________________
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5. I/we are aware that additional information concerning the nature of counseling and assessment 
services provided through this practice are available on the website for Ken Gardner Psychological 
Services (www. kgardnerpsychservices.com). 

6. Since this case involves child-clinical work, the Therapist shall not discuss this case with any 
person other than the parent(s) or those with legal custody, unless written consent is provided, or 
by Court Order, or if a Parenting Coordinator is involved. In the case of ‘Child and Family Services’ 
involvement, regular communication with the Caseworker will occur. The only  exception to this 
is the therapist’s participation in confidential clinical supervision/ consultation sessions meant to 
assist in case conceptualization and case planning.  

7. The Therapist will not provide a formal, written report for court, lawyers, or other legal systems, 
unless there is a specified Court Order requiring a report at the onset of counseling.  A written 
report shall also not be provided for regular counselling services.  The two exceptions to this are:  
x A written report will be provided to the parent/guardian for psychological/psychoeducational 

evaluations. There is a minimum 4-hour billable fee for a full report; a summary report may 
also be requested, subject to a minimum 2 hour billable fee. 

x Other extenuating circumstances, in which case a Specialized Treatment Service Request 
and Agreement Form shall be signed and mutually agreed to. Under these circumstances, 
rates and fees will be in accordance with the type of service requested.  

 
8. I/we are aware that there are limits to confidentiality and I/we have read and understood the Limits 

of Confidentially Form provided to me. I/we are also aware that Ken Gardner Psychological 
Services may be required to release confidential information in three instances: 
x In accordance with a Court Order, or federal or provincial laws, rules or regulations. 
x If there is reasonable concern that a child/client is at risk for abuse, neglect or maltreatment. 
x If there is reasonable concern that an individual may be at risk of harm to himself/herself, or 

poses a risk of harming others. 
 

9. I/we are aware that this service is meant to assist in the functioning of my child(ren) and/or family.  
If I am in need of formal assessment services related to separation and divorce, I will receive 
guidance and a referral from my therapist to access this specialized service. 

 
10. The counseling role and the counseling process, including the benefits, limitations, and risks of 

counselling/treatment have been explained during my intake session. Specifically, I/we are aware of 
the following possible issues: 
x Likely Benefits & Risks: I/we understand that completing the counselling & treatment process 

is intended to result in improved client functioning. In order to help a client make improvements 
in his/her life, services may involve identifying, exploring, and/or addressing aspects of a 
client’s life which feel upsetting. This may result in a client experiencing uncomfortable and/or 
emotionally painful thoughts, both during and outside of session. This may also contribute to a 
client experiencing a temporary decrease in his/her level of functioning until the client has 
further addressed the concern(s) that are being targeted via treatment services. Clients/parents 
should consider whether these potential risks are worth the benefits, and are encouraged to 
discuss such matters with their children in an age-appropriate manner. I/we further understand 
that as a general office practice, when services are urgently required, or there is an identified 
crisis, the client should seek immediate support through community-based emergency services 
such as a hospital, crisis support phone line, or Alberta Mental Health Services.  

x Alternatives: I/we are aware and understand the alternative options for seeking counselling 
and/or assessment services, such as community support groups, electronic and print 
resources, seeking assessment and/or treatment through school or health services, or through 
another mental health professional, such as a Psychologist or Clinical Social Worker. 

x Consequences of Non-Action: I/we understand that the purpose of services is to improve 
functioning. In the even that a client(s) wishes to terminate services, the client(s) is encouraged 
to speak with the Therapist in order to discuss any concerns, potential risks or drawbacks, etc. 
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that ending services may entail. With this being said, I/we understand that I/we have the right to 
withdraw from services at any given point in time.  

x Withdrawal from Services: I/we understand that I can withdraw from services at any time 
without prejudice. I/we understand that withdrawal of services shall be stated in writing to 
ensure that communication is clear. 

x Emergencies: If a life-threatening crisis should arise, such as harm to oneself or others, I 
agree to contact 911 or go to the nearest Emergency Room / Hospital, as counseling services 
are not accessible after-hours and direct in-person appointments must be scheduled in 
advance. I/we understand that an appointment opening may not be immediately available. 

 
 
Period of Consent:  
 
 

11. I/we understand that consent for assessment services is valid for one year, after which consent will 
expire. Consent for counselling services is also valid for one year, at which time it is subject to 
renewal via an updated consent agreement, thereby ensuring services are appropriately directed. 
In the event that the client(s) wishes to withdraw consent, the client is asked to provide written 
notice of withdrawal, which will be accepted at any time during the course of services.  

 
 
 

12. Minor Client:  I/we affirm that I/we are the legal guardian of: _______________________________   
 
       Date of Birth: _____________________________ 

  
 
 

I/we have read the above and I/we agree to proceed with treatment/counseling services provided under 
these terms. This document constitutes the entire agreement.  Modifications to this agreement must be in  
writing and signed by all parties. 
 
My signature below affirms that I have read and understand the statements above, and that I voluntarily 
consent to counseling and/or play therapy/assessment for the child named above. 
 
 
 
_____________________________ __________________________________________________ 
Date     Signature of Client (or Parent/Guardian if under 18) 
 
 
 
_____________________________ __________________________________________________ 
Date     Signature of Client (or Parent/Guardian if under 18) 
 
 
 
_____________________________ __________________________________________________ 
Date     Ken Gardner, M.Sc., R.Psych (CPT-S) 
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