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CLIENTS RIGHTS AND INFORMED CONSENT

Please read and sign below

Lutheran Counseling & Family Services of WI, pursuant to HFS 94, Wisconsin Administrative Code wants you to be aware of your rights as a client, and asks for your informed consent to receive treatment.  Included with this form is a pamphlet explaining your rights and the grievance procedure available to you.  Please read it and keep it with your records.

The following are general points of information about the therapy process and treatment which will be reviewed orally and in writing. If you have specific questions, please ask your therapist
· The purpose of therapy is to help alleviate the problems and symptoms that you present.

· Therapy is conducted in sessions between you and your therapist talking about the problems and symptoms presented.

· Review the LCFS Welcome brochure and review emergency services how to contact provider or office outside of normal business hours.

· The provider shall inform the client or client’s legal representative of the results of the assessment if client is appropriate for receiving outpatient mental health services.

· If there are any expected side effects, or risks of side effects from therapy, they will be discussed with you as well as possible outcomes.
· Treatment recommendations and benefits of the treatment recommendations will be discussed.

· Approximate duration and desired outcome of treatment recommended in the treatment plan will be discussed.

· A client receiving outpatient mental health services has the rights and responsibilities in the development and implementation of an individual treatment plan.

· LCFS has the right to involuntary discharge a client for refusal to pay as agreed upon or for behavioral disruption of the treatment.
· Your therapist will suggest alternative treatment modes and assist in referrals when appropriate and necessary.

· The probable consequences of not receiving therapy or of ending therapy can be discussed.

· The content of all sessions will be held confidential and can be disclosed outside this program only with your signed approval, unless a specific statutory exception applies or a duty to warn exists.

· Your signature below indicates you are giving consent to participate in therapy sessions and you understand your rights.

· You have the right to withdraw informed consent at any time in writing.  Otherwise this consent will be valid for 12 months.

I have read the above information and have been notified of my rights and the grievance procedure available to me.  I hereby give my informed consent to receive treatment.

________________________________________
__________________

Client Signature (Initial Session)


Date

________________________________________


Please Print Name (Initial Session)



_________________________________________
__________________

Parent or Guardian (if applicable) (Initial Session)
Date

_________________________________________
__________________

Client Signature (Annually if applicable)

Date
_________________________________________
__________________

Client Signature (Annually if applicable)

Date
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