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SOUTHERN METHODIST UNIVERSITY HEALTH CENTER

COUNSELING AND PSYCHIATRIC SERVICES

CONSENT FOR COUNSELING AND TREATMENT

Consent to Treatment

    By signing my name below, I hereby represent that I am voluntarily consenting to mental health care provided by the psychiatrists, psychologists, employees, and other health care providers (hereinafter referred to collectively as “Mental Health Professionals”) available through the Counseling and Psychiatric Services (“CAPS”) of the SMU Student Health Center.  I understand that CAPS may share my records with SMU’s Health Center physicians if beneficial for continuation of care.  I acknowledge that SMU cannot warrant or guarantee the result or cure by any of its Mental Health Professionals.  I understand and acknowledge that this consent to treatment is valid and remains in effect for as long as treatment at CAPS occurs, unless I provide a written revocation of this consent to the SMU CAPS.  I understand that I may revoke this consent and terminate treatment at any time.  I understand that to be eligible for evaluation and treatment at the CAPS, I must be a currently registered student at SMU.
Confidentiality:
   I understand that as a general rule the information I share with a SMU Mental Health Professional is confidential and may not be disclosed to others without my prior written consent.  I understand that my prior written consent is not necessary, however, if a disclosure is made by SMU to a third-party under one or more circumstances, including, but not limited to the following:

1. When there is the risk of imminent harm to myself or another person, my mental health professional has the legal and ethical duty to do whatever is necessary to protect life.  

2. I am assessed as being unable to care for myself.

3. When any person has reason to believe that a minor or an elderly person is in danger of, or is, being physically, emotionally, or sexually abused, the mental health professional is obligated by law to report such abuse to the proper authorities.
4. If I report that I have been sexually abused by a previous mental health professional, my current mental health professional has a legal duty to report the abuse to the proper authorities.  Such a report need not include my name if I wish it not to be given.

5. SMU receives a court order for my mental health records.

6. If I am a law student who is applying for admission to the State Bar of Texas, I will be required to disclose the following:  “Within the last 10 years, have you been diagnosed or have you been treated for bipolar disorder, schizophrenia, paranoia, or any other psychotic disorder?”  I acknowledge my understanding that my SMU mental health professional may be legally obligated to disclose information about me to the Board of Law Examiners if contacted by the Board.  

I am aware that my appointments, personal demographic data, and diagnostic codes, if applicable, are kept on CAPS password-protected computers and any reports on CAPS computers are password protected.  Group statistics, if shared with others and possibly published, will be done in such a way to preserve my anonymity.  Further, I am aware that a file on me is maintained for 10 years or, if I am a minor, for 10 years after I turn 18 years old.  I understand that my former files from the CAPS, if any, will be combined to form my current CAPS record.  I realize that as an adult 18 or over, I have a right to know the contents of my file unless SMU’s Mental Health Professionals deem the viewing of such to be harmful to my physical, mental or emotional health.  

  I understand that my SMU Mental Health Professional l and I will work together to define treatment goals and procedures.  I also realize that sometimes during the course of treatment distressing memories, feelings, and thoughts are aroused and that insights gained may produce changes that may affect or even end established relationships.  

____________________________________ 

_____________________             

Client’s Signature                                                             Date         

__________________________________

_____________________

Print Full Legal Name

____________________________________

_____________________

Parent’s Signature (if client is under 18 years of age)        Date

                                              



 I wish to rescind this consent effective ____________________(date).





____________________________________		_____________________


Client’s Signature					   Date                            							 


                                              


_______________________________________		_______________________                                  		         Parent’s Signature (if client is under 18 years of age)		    Date 				








