NEW HORIZONS MENTAL HEALTH SERVICES
230 N. Columbus St. Suite 2
LANCASTER, OHIO 43130

INFORMED CONSENT FOR TREATMENT 
CLIENT NAME _________________________________________ DOB ___________ 

ACKNOWLEDGMENT OF CONSENT FOR TREATMENT

1) I agree to receive (Primary Care (Mental Health and / or (Alcohol and other Drug treatment offered by New Horizons for:


(Myself       
           (My child         

(The person for whom I am legal guardian

2) I give consent for the use of my Protected Health Information for treatment, payment and health care operations as described in the Notice of Privacy Practices.

3) I acknowledge this consent is voluntary.

4) I further acknowledge that I may revoke, in writing, this consent at any time; except to the extent that action based on this consent has already been taken.  

             Signature _________________________________________________ 
Date ________________



       

(Client or (Guardian


Signature _________________________________________________
Date ________________





(Witness / Facilitator


I have received a copy of the Client Handbook ( Client initials ________


I have declined a copy of the Client Handbook ( Client initials ________ 

             I received a copy of the Client Rights Statement at my annual redetermination (Client Initials __________
I understand that if at any time I decide to withdraw my consent for treatment I can ask front office staff or my provider for the Withdrawal of Consent for Treatment form.

If questions, I may discuss with my clinician, or obtain the Handbook at any time during my course of treatment.

(Myself, being a minor 14 years of age or older ( Clinical Director prior-approval is required before first appointment is scheduled.  Treatment will not exceed thirty (30) days or six (6) sessions, whichever occurs sooner.  Treatment does not include Pharmacotherapy. 
Clinical Director Signature __________________________________ Date ________________

CLIENT HANDBOOK includes information about:

· Crisis Intervention

· Special Treatment Conditions Concerning:

· Risk Of Harm to Myself or Others

· Child and Older Adult Abuse

· My Individual Treatment Process

· Clinical Treatment Process

· My Rights, Responsibilities and Satisfaction

· Benefits and Risks of Treatment and Services

· Privacy Policies

· Safety Practices on Agency Premises

· Various Health Information

· Community Resources Available
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