
 
 
 

Consent for Treatment Services 
CHS Psychiatric Associates, LLC 

 
 

Name of Patient: _______________________________________________ 
 
I, ______________________ consent to the following 
psychological/psychiatric services: 
 

Check and Initial All That Apply 
 

[  ]  Clinical Interview/Evaluation  [  ]  Psychological Testing 
[  ]  Counseling/Psychotherapy            [  ]  Psychiatric Evaluation 
[  ]  Medication      [  ]  
Other_______________________ 
 
 
 
  
 
 
_____________________________              ______________ 
Signature of Person Giving Consent  Date 
 
 
 
 
______________________________            ______________ 
Signature of Witness    Date 

 
 
 
 
 
 
 
 
 


