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Informed Consent for Treatment of Child with Divorced or Separated Parents

l, am bringing my child, in for
evaluation/treatment at Pathways Psychology services. | understand that my child is the patient,
and that my child’s best interests are the primary focus and responsibility of his/her clinician. |
understand that the degree of my involvement, and/or that of my child’s other parent, in the
child’s treatment it is at the clinician’s sole discretion.

| understand that in bringing my child in for treatment, | am responsible for arranging
payment due at each session. Pathways will not be responsible for arranging payments with
parents other than the parent or guardian bringing the child.

| understand that in agreeing to provide treatment to my child, the Pathways clinician IS
NOT agreeing to be an expert witness or to testify in court proceedings. The clinician’s role is to
provide therapeutic services to the child, not make custody or visitation recommendations. | will
take my child to another provider if this is my primary interest in services.

| understand that in order to release records of this evaluation/treatment, Pathways must
have consent from each individual who has participated in the services. In addition, if my child is
age 12 or older, | understand my child has authority to limit other’s access to their records.

| understand that my child’s clinician is a mandated reporter of abuse and neglect. My
child’s clinician will need to make a DCFS hotline call for any suspected abusive or neglectful
treatment of my child, at the sole discretion of the clinician. Parents of course are able to call the
hotline of their own accord if deemed necessary.

In addition, | agree to the following:

D I will notify the child’s other parent in a timely manner regarding this evaluation/treatment
if not legally prohibited, and will provide contact information to that parent if requested.

|:| I have the legal authority to consent to treatment on behalf of my child.

D I will assist in obtaining consent from the other parent. | understand that my child’s clinician
may opt to discontinue services without consent from both parents.

D I will provide a copy of any divorce decrees, parenting agreements, etc. that confirm
parental rights to medical and mental health decision-making.

Parent Bringing Child Signature Date

Co-Parent Signature Date

Pathways Clinician Signature Date
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