
 

 

Informed Consent 
 
 

My signature below indicated that I am consenting to treatment at WMY Counseling and have 

received and understand the contents of the Counseling Policies, including the Notice of Privacy 

Practices (HIPAA). If I have questions, the information has been explained and/or summarized 

for me. 

 
 

 
________________________________________                                                                                                   

                           Name (print)                                               

 
________________________________________                      _______________________                                                                              

              Signature (Required for Services)                                       Date 
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