Pamela A. Loman, Ph.D.

Licensed Psychologist, PSY18226

1008 Fifth Street, Santa Rosa, CA 95404 | 707-490-2241

INFORMED CONSENT for PSYCHOTHERAPY/ASSESSMENT
1.
I _________________________  authorize Pamela Loman, Ph.D. to treat my 
child __________________________ and/or my family.  I can request a copy of her curriculum vitae at any time.

2.
I understand that what I discuss in treatment and records that are kept are confidential information.  However, under California law, Dr. Loman may be required to violate confidentiality in the following circumstances:

a) If a client communicates to a health care provider a serious threat to harm an 

identifiable person, the provider must warn that person and the police.  

b) If a health care provider suspects child abuse or neglect or abuse of a dependent adult or elder, whether suspected abuse is on-going or in the past, a report must be made to the designated agency.

c) If a client seems dangerous to self or others or seems unable to care for himself/herself, the health care provider may violate confidentiality to the degree necessary to prevent the danger, including involuntary hospitalization of the client if necessary.  
3.
I have read and understand the attached office policies regarding the release of 


treatment information to others, including third party payers, should I authorize such 

releases.

4.
I understand that I am responsible for fees involved in my treatment and have reviewed 
and accepted the attached office policies regarding fees and payment.  I understand 

that fees may periodically be re-negotiated.

5.
I have read and understood this consent form and the attached office policies and have had my questions answered in a satisfactory manner.


_______________________________________


______________


Parent or Guardian






Date

_______________________________________


_______________


Clinician







Date
