Theresa M. Bonesteel, MA, LPC-I
810 Dutch Square Blvd., Suite #207, Columbia, SC 29210
[bookmark: _GoBack]Phone: 803-465-5576/ Email: Theresa@theresabonesteel.com

INFORMED CONSENT

I understand that my counselor is a Licensed Professional Counselor Intern (LPC-I) and is undergoing supervisory observation by a licensed supervisor. I realize that my case may be fully discussed within the supervisory context and that other counselors and supervisees may be present during these discussions. Identifying information, such as your full name, will not be disclosed. Those present during a supervisory session are legally and ethically bound by confidentiality not to discuss any information that is shared regarding clients. 

I understand that any information shared with my counselor will be held in strictest confidence and will not be discussed outside the supervisory context unless I sign a confidentiality release of information form. However, I also understand that in the case of child abuse, elder abuse, or threat of harm to others or myself, the counselor is legally obligated to break this agreement of confidentiality insofar as appropriate action can be taken to protect those who may be in danger. I further understand that release of information could occur if ordered by a court with good cause or as mandated or allowed by statutory laws. 

(Please initial each area where you acknowledge or give permission to your counselor to act on your behalf.)

_______ I acknowledge I received the forms, Informed Consent for Treatment and Description  	  	   of Services; Notice of Privacy Practices.		   

_______ I give permission to my counselor to leave a message on my phone’s voicemail. 

_______ I give permission to my counselor to send me mail at my home address.  

_______ I give permission to my counselor to email me when appropriate.

I have read and understand the above information. I had the opportunity to ask questions and had any questions answered. Upon these conditions, I agree to enter into therapy. I realize that the outcome of therapy cannot be guaranteed. 



________________________________________ 		___________________ 
Client Signature 							   Date 			



100 i S A s 30
P S 5 i Pt

mnd et i ool ke P
e vy et Ty ey e
e e o, e e ok e
e e s g
T e 5 b o e o

mtcant i sy o il b bl skt s
o o Howeve 11 mmand a1 et o . ot
bt e e ook bt ek i e o
Rt ks eppt i b e s e s e
S e oS

T —————
i~

sctmonile vl e o o o fr Trotnn o Do
it s Pt

B S ——
e by oor v
v e e o e heoprme ik s

e et s b e, 1 o ey |
O iy o e

—— e



