CONSENT TO SERVICE AND RELEASE OF INFORMATION TO COLLATERAL CONTACTS OF CLIENTS OF AYA KAWASAKI, LCSW

I hereby give my consent to participate in therapy provided by Aya Kawasaki, LCSW.  I understand that this consent is voluntary.  If I should disagree, my decision will be made known to my therapist, Aya Kawasaki.  

I understand and agree that my participation in therapy will have limits with regard to confidentiality.  Aya Kawasaki will periodically release reports of my progress and participation in treatment to the party listed below.  Beyond this limits, I understand the confidentiality of information I give will be protected by Aya Kawasaki as provided by the Code of Ethics per governing bodies for Licensed Clinical Social Workers in the state of Missouri.  

I authorize Aya Kawasaki to communicate with the party listed below.  I understand that this release will allow parties to provide and receive the following information: status of alleged abuse cases; referral and assessment information; goals as outlined by service plans devised by Aya Kawasaki, progress reports or diagnostic reports.  This information will be used for the coordination of services.  I understand that I have the right to inspect any written records disclosed by Aya Kawasaki.  

As a client of Aya Kawasaki's, I recognize my responsibilities to:

1. Participate in the treatment program and therapeutic activities specified in any treatment plan I sign.

2. Not engage in assaultive or destructive threats or behavior toward Aya Kawasaki, other youth, visitors, or property.  I understand that such threats may constitute grounds for legal, police involvement.  

I have hereby been given a copy of and/or have had read to me a statement of my rights as defined by this document.  I understand that if any of my rights are restricted, I will be informed and written documentation will be provided to my parent.  I have read the grievance process explained to me.

Should I have concerns, I understand I will not be prohibited from filing a complaint with National Board for Licensed Clinical Social Workers and I understand that my services will not be denied, reduced, suspended or terminated if I exercise my rights.  

I have read the above statements or have had them read and explained to me in a language which I understand.

___________________________________________      _____________________

Client Signature                                                                  Date

___________________________________________      _____________________

Client Name (printed)                                                        Date

___________________________________________      ______________________

Guardian Signature                                                             Date

___________________________________________      ______________________

Aya Kawasaki, LCSW                                                        Date

___________________________________________      ______________________

Party requesting information                                              Date requested

