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Consent to Treatment 
 

1. I have chosen to mental health treatment from Dr. Rachael Smith-Sponholz (hereafter as Dr. 

Rachael) for myself/my child. I am aware that these services allow patients to work through the 

concerns they face in their lives and set goals for the future.   

2. The nature and purpose of this treatment have been fully explained to me.  I have also been informed 

of expected benefits and complications (from known and unknown causes), discomforts and risks 

that may arise. I have been given an opportunity to ask questions, and all of my questions have been 

answered fully and satisfactorily.  I am aware that I may request to discuss my treatment progress at 

any time.   

3. I understand that my treatment consists of an assessment, diagnosis, and an individualized plan 

agreeable by Dr. Rachael and myself and/or child. 

4. I understand that a psychotherapy session includes a dialogue between myself and Dr. Rachael with 

evidenced-based techniques that are in forms of talk therapy to analyze feelings, actions, appropriate 

coping mechanisms, identifying maladaptive behaviors, and setting goals for achieving the highest 

functioning level of my/my child’s mental health. 

5. I have the right to terminate a session at any time and understand that I have a right to refuse 

treatment at any time.   

6. I understand and agree that: 

a. There are no assurances that my/my child’s condition will improve as a result of this treatment.   

b. I must be an active partner with Dr. Rachael in my treatment, including cooperation with and 

contribution to the development of the treatment plan, attending required appointments and/or 

doing assigned tasks.   

c. I have the right to discuss changes in my/my child’s treatment that I believe might not be helpful.   

d. During the course of treatment, issues that may be upsetting may need to be discussed.  I am 

aware that this may be necessary to obtain resolution.      

e. If I am unable to keep a scheduled appointment, I must notify Dr. Rachael within 24 hours prior 

to the appointment.  If appointments are frequently cancelled, I am aware that I may be 

discharged from Dr. Rachael’s practice.  

f. My medical records and all information collected about me will be maintained or released in 

accordance with Federal and State laws governing the confidentiality of mental health treatment 

records, record retention, and record storage. 

7. Communications between Dr. Rachael and her patients are made part of the clinical record and will 

remain confidential.  The clinical record will be released if: 

a. I provide Dr. Rachael with my written authorization to release information; 

b. Dr. Rachael believes that I am a threat to self or someone else; 

c. I disclose(s) abuse or neglect of a child, elderly, or disabled person; 

d. I disclose(s) sexual contact with another mental health professional; 

e. A Court order is received that requires disclosure of this information;  



f. Specific information, including diagnosis, must be released to my insurance company or 

companies in order to receive compensation for services.  

g. Dr. Rachael is otherwise required by law to release information. 

8. I understand that I may request a review of the list of all disclosures of my medical record;  

9. I understand that at any time, I can request to revoke, in writing, my consent to release information, 

except to the extent that treatment has already been rendered or that action has been taken in reliance 

upon this consent.  I understand the revocation will not apply to information that has already been 

released in response to my authorization.   

10. I have received and carefully reviewed a copy of Dr. Rachael’s Notice of Privacy Practices.   

 

I confirm that I have read and fully understand the above information.   

 

              
Patient/Relative/Guardian    Print Name   Date 

       
Relationship to Patient         

 

 

 


