Acknowledgement of Review of Privacy Practices
&

Statement of Understanding

I have reviewed Adult Child and Family Counseling Centers, P.A Informed Consent to Treatment and limits of confidentiality statement as well as the Notice of Privacy Practices, which explains how my medical information will be used and disclosed.

I understand that I am entitled to receive a copy of the Notice of Privacy Practice if I choose.

I also give permission to Adult Child and Family Counseling Center, P.A. for the administration of any and all treatment determined by the therapist. I understand that primary treatment procedures will be determined as an agreement between myself and the therapist and will identify major goals and alternative treatment options.

Patient/Guardian Signature






Date

Service Provider’s Statement

I have inquired to insure that the patient understood the above description of the Limits of Confidentiality and informed the patient if I am under supervision and by whom.

Health Provider’s Signature





Date
