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CONSENT TO TREATMENT 
This form certifies that the person signing below is of legal age and otherwise competent to consent to psychological treatment.  If 
not, the person signing below affirms that he or she is the parent, legal guardian, or person otherwise allowed by law to consent to 
treatment of the client, and by his/her signature hereto so consents. 
 
Financial Policy 
I understand that payment for services is required and that payment is due when services are rendered.  The office of 
Psychological Services of Waycross will file for direct payment from my insurance company.  However, I understand 
that I am financially responsible for all other charges for services rendered to me by the office of The Eupatheia 
Center.  I guarantee payment for these services. I agree to a $10 fee if I no show to an appointment or cancel at late 
notice.  
 
Please initial that you have read, understand, and agree to the above paragraph._____ 
 
Cancellation Policy 
I understand that I am required to notify The Eupatheia Center at least 24 hours in advance to cancel or reschedule an 
appointment.  I understand that I shall incur charges for any appointments which I miss without providing 24 hour 
advance notice, and I agree to pay such charges, should I incur them. 
 
Please initial that you have read, understand, and agree to the above paragraph._____ 
 
Assignment of Benefits 
I authorize ______________________________ to pay directly to The Eupatheia Center the medical benefits otherwise payable to me for 
services as described in the attached claims.  I further accept responsibility for any allowable charges above what my 
insurance pays. 
 
Please initial that you have read, understand, and agree to the above paragraph._____ 
 
Authorization for Release of Information 
I hereby give my permission to The Eupatheia Center to release information concerning my psychological evaluation 
and consultation, diagnosis or diagnostic impressions, personal history, treatment, and examination for insurance 
purposes, to my referring physician, or to another professional for referral of my case, and to furnish further reports 
pertaining thereto.  I also hereby authorize the release of medical or surgical benefits for the purpose of filing a medical 
claim.  Finally, I agree that The Eupatheia Center and any employee, or any principal partner or independent 
contractor of The Eupatheia Center shall not be held liable in any manner for furnishing or having furnished such 
information. 
 
Please initial that you have read, understand, and agree to the above paragraph._____ 
 
_____________________________________________________________________________________________________   ___________________________________________________________________________________________ 
Client’s/Legal Guardian’s Printed Name    Client’s/Legal Guardian’s Signature 
 
Date: _______________________________________________________ 


