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Signature Page for Consent and Agreement 

 
Effective date of this Notice is January 1, 2020 

Please review carefully, and sign where indicated. 
 
 

Consent for Treatment:  
The undersigned patient or responsible party (parent, legal guardian, or conservator) consents to, and 
authorizes, services by Columbia Psychiatry. These services may include psychotherapy, medication 
therapy, laboratory tests, diagnostic procedures, and other appropriate therapies. He/She understands 
that he/she has the right to be informed of and participate in the selection of treatment modalities; if 
requested, is entitled to a copy of this Consent; and has the right to withdraw this Consent at any time.  
He/she understands that if signed consent is not given, Columbia Psychiatry cannot provide services to 
the patient.  
 
_______ 
Initial 
 
Notice of Privacy Practices for Protected Health Information: 
The undersigned patient or responsible party (parent, legal guardian, or conservator) acknowledges that 
he/she has been informed of the privacy practices for Columbia Psychiatry, and has read and understands 
the Notice of Privacy Practices for Protected Health Information.  He/she consents to the use and sharing 
of protected health information as described in the Notice.  He/she understands that he/she is entitled to 
a copy of the privacy practices, which is available upon request from the office staff and on the office 
website.  He/she understands that if signed consent is not given, Columbia Psychiatry cannot provide 
services to the patient.  
 
_______ 
Initial 
 
Policies and Procedures Agreement: 
The undersigned patient or responsible party (parent, legal guardian, or conservator) acknowledges that 
he/she has read and understands the Policies and Procedures Agreement.  Furthermore, he/she agrees to 
abide by all policies and procedures set forth by Columbia Psychiatry.  He/she understands that if signed 
consent is not given, Columbia Psychiatry cannot provide services to the patient.  
 
_______ 
Initial 
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Use of Medication for Treatment Agreement:  
The undersigned patient or responsible party (parent, legal guardian or conservator) acknowledges that 
he/she has read and understands the Agreement for the Use of Medication for Treatment.  He/she agrees 
to the conditions and fully understands the consequences for violation of the Agreement.  He/she 
understands that if signed consent is not given, Columbia Psychiatry cannot provide services to the 
patient. 
 
______ 
Initial  
 
No-Show/Cancellation Agreement:  
The undersigned patient or responsible party (parent, legal guardian or conservator) acknowledges that 
he/she has read and understands the Agreement for No-Show/Cancellations.  He/She agrees to the 
conditions and fully understands the consequences for violation of the Agreement.  He/she understands 
that if signed consent is not given, Columbia Psychiatry nor cannot provide services to the patient. 
 
______ 
Initial  
 
Financial Policy Agreement: 
The undersigned patient or responsible party (parent, legal guardian or conservator) acknowledges that 
he/she has read and understands the Agreement for Financial Policy. He/she agrees to the conditions and 
fully understands the consequences for violation of the Agreement.  He/she understands that if signed 
consent is not given, Columbia Psychiatry cannot provide services to the patient.  
 
______ 
Initial  
 
 
 
____________________________________________________                 ____________________ 
Signature of Patient                                                                   Date Signed 
 
 
 
____________________________________________________                  ____________________ 
Signature of Parent, Legal Guardian or Conservator                Date Signed 
 
 
 
____________________________________________________                 _____________________________ 
Printed name of Parent, Legal Guardian or Conservator         Relationship to Patient 


