Angel L. DeVoe, LMHC

 Individual, Couple, Family Counseling
_______________________________________________________________________

CONSENT FOR TREATMENT 

As an applicant for counseling with Angel L. DeVoe, licensed mental health counselor (LMHC), I understand I am assured the following rights: 

1. The right to a complete description and explanation of my treatment 

2. The right to refuse and/or terminate treatment at any time

3. The right to confidentiality, whereby:  

Confidentiality and privileged communications are the rights of all clients of psychologists, counselors, psychiatrists and social workers according to law and professional ethics. I understand that confidential information about me, my clinical evaluation results and the counseling services provided to me will not be released without my written consent, except as otherwise required by law or by a court of competent jurisdiction. The law provides for the following exceptions to this provision:        

a. If my licensed mental health counselor, Angel L. DeVoe has knowledge of child, vulnerable citizen, or elder abuse, neglect, or exploitation

b. If my licensed mental health counselor, Angel L. DeVoe has knowledge of my (the client’s) intent to harm oneself or others       

c. If my licensed mental health counselor, Angel L. DeVoe receives a court order to the contrary  

I understand that reasonable efforts will be made to discuss with me any disclosures of confidential information that is being considered. If I have any questions about the above information, I know that I am free to discuss them with my licensed mental health counselor at any time. 

I understand that Angel L. DeVoe, LMHC is not available 24 hours a day; however, she will make every attempt to respond to calls in an appropriate and timely manner. In case of emergency, if my licensed mental health counselor is not immediately available I understand that I can call 911 or the PEMHS (Personal Enrichment through Mental Health Services) crisis number: (727) 791-3131.   

I also understand that as a recipient of counseling services I have the following responsibilities: 

1. I am responsible for paying for services rendered or if I pay through insurance, I am responsible for 

paying the co-pay  

2. When canceling or rescheduling an appointment, I am responsible for calling Angel L. DeVoe, LMHC at (727) 421-6826 and providing at least 24 business hours notification (this is waived for emergencies and illness). 

I have read the above and understand it.  

Signature of Client:_____________________________________________________    Date:__________  

   Print Client’s Name: 

Signature of Parent/ Guardian/Representative ________________________________    Date:__________  

   Print Name:
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