Amber Tindall Rukaj, M.A., MFT

11772 Sorrento Valley Road, Suite 157

San Diego, CA 92121

619.616.6548
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CONSENT FOR TREATMENT
I hereby authorize Amber Tindall Rukaj, MFT to provide counseling services to:

( Me 







( My child 






I am the ( Primary client
( Parent of the minor
      ( Legal Guardian

The purpose for seeking treatment is:





















· I have had the opportunity to discuss all of the aspects of treatment fully, have had my questions answered, and understand the treatment planned.  

· I have been informed of the possible risks and benefits of treatment, approximate length of treatment, and limits of confidentiality.  

· While I expect benefits from this treatment, I fully understand and accept that because of factors beyond our control, such benefits and desired outcomes cannot be guaranteed.  

· I understand that regular attendance will produce the maximum possible benefits and agree to provide at least 24 hrs notice of any cancellation.

· I agree to express any dissatisfaction or concerns directly to my therapist as they may occur during the course of treatment.

· I understand that the therapist is not providing emergency services and I have been informed of whom/where to call in an emergency.  

· I authorize the release of information to any insurer for the purpose of remuneration.

· I understand that I am financially responsible for any portion of the fees that are not covered or reimbursed by my health insurance.

· I understand that therapy is voluntary and that I may discontinue treatment at any time in accordance with the policies of the office.  

· I am not aware of any reason why I/we should not proceed with therapy and I agree to participate fully and voluntarily.  Therefore, I agree to comply with treatment and authorize Amber Tindall Rukaj, MFT to provide mental health treatment to me or my child
· Each Individual Psychotherapy session will last approximately 50 minutes. 
I do hereby seek and consent to take part in the treatment by the therapist named above.  I understand that developing a treatment plan with this therapist and regularly reviewing our work toward meeting the treatment goals are in my best interest. I agree to play an active role in this process.

Client’s Name



Signature



Date




Parent or Legal Guardian

Signature



Date

Amber Tindall Rukaj, MFT

Date

