Consent for Treatment

The undersigned Patient or responsible party (parent, legal guardian, or conservator) consents to and authorizes services by Jeff Tadokoro, LCSW, LCSW.  These services may include psychotherapy and other appropriate alternative therapies.
The undersigned understands that he /she has the right to :
· Be informed of and to participate in the selection of treatment services

· Receive a copy of this consent

· Withdraw this consent at any time

The file will be closed if there is no activity for 90 days.

I understand that if less than 24 hours notice is given for cancellation of appointment, I will be responsible for the full fee of the session.

I  acknowledge that I have received or reviewed the HIPAA Notice of Privacy Practices
Date________________

Signature of Patient/Legal Guardian, or Conservator_________________________________

Witness______________________________________

Jeff Tadokoro, LCSW, LSCSW
1007 SW Walnut 

Blue Springs, MO 64015

Phone: 816 682 3042

