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Consent	for	Treatment	of	a	Minor	
	
	

	
	
I,	_______________________________	of	___________________________________________	
	 					(Parent/Guardian)	 	 	 	 	 (Address)	
	
authorize	Kaitlin	Jones,	LMFT,	to	meet	with	__________________________________	
	 	 	 	 	 	 	 	 	 									(Child)	
	
for	the	purpose	of	psychotherapeutic	treatment.	Furthermore,	I	certify	that	I	have	the	legal		
	
	
authority	to	give	this	permission.		
	
	
	
	
	
	
	
__________________________________________		 ________________	
Parent/Guardian	Signature	 	 	 	 	 Date	
	
	
__________________________________________		 ________________	
Parent/Guardian	Signature	 	 	 	 	 Date	
	
	
__________________________________________		 ________________	
Therapist	 	 	 	 	 	 	 Date	
	


