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1777 Hamilton Avenue, Suite 2040, • San Jose, CA. 95125   

Phone 408-266-5800     Fax 408-266-5809 

www.transitions-therapy.com 

 

 

Release and Consent to Treat a Minor 

 
 
 
I give my permission to ____________________, Marriage & Family Therapist, 
to have my child (child’s name) _____________________________________ 
participate in counseling. 
 
 
 
My child and I may expect confidentiality unless the case involves: 
 

� Child, dependent adult or elder abuse; 
� Danger of suicide; 
� Violence towards another person where reporting to the proper 

authorities is legally mandated; or 
� Court order. 

 
 
____________________________ __________________________ 
 

Parent/Guardian Signature   Printed Name 
 
 

____________________________ __________________________ 
 

Parent/Guardian Signature   Printed Name 
 
 
 
 
 
Address: ____________________ City/Zip____________________ 
Home Phone:  __________________ Cell Phone: ________________ 
Work Phone: ___________________ Date:  _____________________ 
   
Address: ____________________ City/Zip____________________ 
Home Phone:  __________________ Cell Phone: ________________ 
Work Phone: ___________________ Date:  _____________________ 
 


