caring for every age, every stage

INFORMED CONSENT FOR TREATMENT

Patient Name: Date of Birth:

I. CONSENT FOR TREATMENT

I, , hereby consent to receive psychiatric assessment, diagnosis,
and treatment from Aly-Zion Psychiatric Care. I understand that my care may include psychiatric
evaluation, medication management, psychotherapy, and other mental health services provided
by psychiatric-mental health nurse practitioners, psychiatrists, or other qualified mental health
professionals.

II. NATURE OF PSYCHIATRIC TREATMENT
I understand that:

e Mental health treatment may include discussion of personal historical information,
psychological testing, psychiatric evaluation, and therapeutic interventions.

e Treatment may involve recommendations for medications that require my explicit
informed consent before administration.

o Treatment results vary and there are no guarantees regarding the outcome of treatment.

o The therapeutic relationship is professional in nature and non-social.

III. RISKS AND BENEFITS
Potential Benefits:

e Improved psychiatric symptoms

e Enhanced coping skills

e Improved quality of life

e Better functioning in daily activities
e Reduced psychological distress

Potential Risks:

o Discussing unpleasant aspects of life may trigger uncomfortable feelings

e Medication side effects (will be discussed separately for each prescribed medication)
o Initial periods of heightened emotions during the therapeutic process

e Treatment may not resolve all concerns

IV. PATIENT RIGHTS



I understand that I have the right to:

e Receive information about my treatment plan, risks, benefits, and alternatives
e Actively participate in creating my treatment plan

o Refuse treatment or withdraw consent at any time

o Know the credentials of my provider

o Have my privacy protected according to HIPAA regulations

e Receive treatment free from discrimination

e Request a referral if needed

V. CONFIDENTIALITY AND ITS LIMITATIONS

I understand that information shared during treatment is confidential with the following
exceptions:

e Imminent risk of harm to self or others

o Suspicion of abuse or neglect of a child, elderly, or disabled person

e Court order requiring disclosure

o Insurance billing requirements

e Communication with other healthcare providers directly involved in my care
e Other situations as required by law

VI. ACKNOWLEDGMENT
By signing below, I confirm that:
e I have read and understand the information in this consent form
o I have had the opportunity to ask questions and receive satisfactory answers

o [ consent voluntarily to receive mental health services
e T understand this consent is valid for one year from the date signed unless revoked in

writing
Patient Signature: Date:
Provider Signature: Date:
Emergency Contact: Phone:

Relationship to Patient:
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