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Informed Consent to Treat 

 
Client Name  
 
 
Date  
 
 
Important information and client consent: this notice describes how information may be used and 
disclosed and how you can obtain access to this information. Please read and sign at the end 
stating you have fully read and understand the information below. 
This notice of privacy practices describes how we may use and disclose your protected health 
information (PHI) to carry out treatment, Payment or health care operations and for other 
purposes that are permitted or required by law. It also describes your rights to access and control 
of your protected health information. “Protected health information” is information about you, 
including demographic information, that may identify you and that relates to your past, present or 
future physical or mental health or condition and related health care services. 
 
CONFIDENTIALITY:   Dr. Ellen G. Horovitz follows all ethical standards prescribed by state and 
federal law. I am required by practice guidelines and standards of care to keep records of your 
counseling. These records are confidential with the exceptions noted below. 
 
Discussions between a therapist and client are confidential. No information will be released 
without the client’s written consent unless mandated by law. Possible exceptions to confidentiality 
include but are not limited to the following situations: child abuse, abuse of the elderly or disabled, 
abuse of patients in mental health facilities, sexual exploitation; AIDS/HIV infection and possible 
transmission; criminal prosecutions, child custody cases in which the mental health of a party is in 
issue, situations where the therapist has a duty to disclose or where, in the Therapist’s judgment, 
it is necessary to warn or disclose, fee disputes between therapist and client, a negligence suit 
brought by the client against the therapist or the filing of a complaint with the licensing or 
certifying board. If you have any questions regarding confidentiality you should bring them to the 
attention of the therapist when you and the therapist discuss this matter further. By signing this 
information and consent form, you are giving consent to the undersigned therapist to share 
confidential information with all persons mandated by law and also releasing and holding 
harmless the undersigned therapist from any departure from your right of confidentiality that may 
result.  
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DUTY TO WARN/DUTY TO PROTECT:  If my therapist believes that I (or my child, if child is the 
client) am in any physical or emotional danger to my myself or another human being, I hereby, 
specifically give consent to my therapist to contact any person who is in a position to prevent 
harm to me or another, including, but not limited to, the person in danger. I also give consent to 
my Therapist to contact the following person(s) in addition to any medical or law enforcement 
personnel deemed appropriate: 
 
INCAPACITY OR DEATH:  I understand that, in the event of death or incapacitation of the 
undersigned therapist, it will be necessary to assign my case to another therapist and for that 
therapist to have possession of my treatment records. By my signature on this form, I hereby 
consent for another mental health profession to take possession of my records and provide me 
copies at my request, and/or to deliver those records to another therapist of my choosing.  
 
CONSENT TO TREATMENT: By signing this form, I acknowledge that I have read, understand 
and agree to the terms and conditions contained in this form. I have been given appropriate 
opportunity to address any questions or request clarification for anything that is unclear to me. I 
am voluntarily agreeing to receiving mental health assessment, treatment and services for me (or 
my child, if said child is the client) and I understand that I may stop such treatment at any time. 
 
 
 
Signature 
 
 
 
Date 
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