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Counseling and Psychotherapy


Release for the Evaluation and Treatment of a Minor

As the parent or legal guardian of the minor child:

Name _______________________________________ Date if Birth ____________

File #: ______________________________________________
I authorize his/her evaluation and/or treatment at Stillwaters Counseling and Psychotherapy.

Parent/Legal Guardian: ________________________________ Date___________

Counselor: __________________________________________ Date ___________




Joanne M. Moore, M.Ed., LPC, NCC, BCETS
