Amanda Eaves, MSW LCSW
211 E. Six Forks Rd. 
Ste 204

Raleigh, NC 27609
(919) 903-4566
amanda@amandaeaveslcsw.com
The Rights of Clients

1. You have the right to decide not to enter therapy with me. If you wish, I will provide you with the names of other good therapists.

2. You have the right to end therapy at any time. The only thing you will have to do is to pay for any treatments you have already had. You may, of course, have problems with other people or agencies if you end therapy—for example, if you have been sent for therapy by a court.

3. You have the right to ask any questions, at any time, about what we do during therapy, and to receive answers that satisfy you. If you wish, I will explain my usual methods to you.

4. You have the right not to allow the use of any therapy technique. If I plan to use any unusual technique, I will tell you and discuss its benefits and risks.

5. You have the right to keep what you tell me private. Generally, no one will learn of our work without your written permission. There are some situations in which I am required by law to reveal some of the things you tell me, even without your permission, and if I do reveal these things I am not required by the law to tell you that I have done so. Here are some of these situations:

a. If you seriously threaten to harm another person, I must warn that person and the authorities. 
b. If I learn of any suspected child, elder adult, or disable adult abuse. 
c. If a court orders me to testify about you, I must do so.

____________________________________________________
________________________

Signature





Date

Amanda Eaves, MSW LCSW
211 E. Six Forks Rd. 

Ste 204

Raleigh, NC 27609

(919) 903-4566

amanda@amandaeaveslcsw.com 
Consent to Treatment

I acknowledge that I have received, have read (or have had read to me) the “Professional Disclosure Statement” and “The Rights of Clients” handouts. I understand the information in these handouts and have had all my questions answered fully. I do hereby seek and consent to take part in the treatment by the therapist named below. I understand that developing a treatment plan with this therapist and regularly reviewing our work toward meeting the treatment goals are in my best interest. I agree to play an active role in this process. I understand that no promises have been made to me as to the results of treatment or of any procedures provided by this therapist.

I am aware that I may stop my treatment with this therapist at any time. The only thing I will still be responsible for is paying for the services I have already received. I understand that I may lose other services or may have to

deal with other problems if I stop treatment. (For example, if my treatment has been court-ordered, I will have to answer to the court.)

I know that I must call to cancel an appointment at least 24 hours before the time of the appointment. If I do not cancel with such a notice and do not show up, I will be charged $100 for that appointment.

I understand that if payment for
the services I receive here is not made, the therapist may stop my treatment.

My signature below shows that I understand and agree with all of these statements.

_________________________________________________________
Signature of client (or person acting for client) 

Date

_________________________________________________________
Printed name Relationship to client (if necessary)

I, the therapist, have discussed the issues above with the client (and/or his or her parent, guardian, or other representative). My observations of this person’s behavior and responses give me no reason to believe that this

person is not fully competent to give informed and willing consent.

_________________________________________________________
Signature of therapist 





Date

Amanda Eaves, MSW, LCSW
211 E. Six Forks Rd. 

Ste 204

Raleigh, NC 27609

(919) 903-4566

amanda@amandaeaveslcsw.com
 CLIENT NAME: _________________________ DOB: _________________________ 

Today’s Date: ______________ 

IDENTIFYING INFORMATION 
Home Address: ____________________________________________________________ 

_________________________________________________________________________
City______________________________________State_________Zip_______________ 

Evening Phone: _______________ Daytime Phone: ____________ 

EMERGENCY CONTACT 
First Contact: ______________________________ Relationship to client: ______________ 

Daytime Phone: _____________________ Evening Phone: _________________________ 

Physician’s Name/Phone: ______________________________________________________

MENTAL HEALTH/BEHAVIORAL INFORMATION
Reason for Seeking Services: _________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Recent Therapy and/or Psychiatric History (last 12 months): _________________________________________________________________________________________________________________________________________________________________________________________________________________________________ 

Pertinent Medical Issues:

______________________________________________________________________________________________________________________________________________________ 

Medications:________________________________________________________________ 

___________________________________________________________________________ 

Other Active Service Providers (last six months): __________________________________________________________________________ 

Court Involvement and/or Pending Charges:

________________________________________________________________________________________________________________________________________________
I, _________________________________  consent to release information for care coordination to the following providers for Amanda Eaves to contact:
_____________________________________________________________________

Name of Provider




Contact #

_____________________________________________________________________

Signature of Client




Date

This consent will be observed for one year from signature and can be revoked at any time via written request to Amanda Eaves.

