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Consent for Services 

 I give my consent to be seen for the following services and/or assessments by Vantage Point Behavioral Health. 

providers.  I also consent to Vantage Point Behavioral Health. providing information to appropriate agencies for the 

purpose of providing statistical reports to the State of Maryland. 

⁭ Individual Psychotherapy  ⁭ Group Psychotherapy  ⁭ Family Therapy  ⁭ Psychiatric Evaluation  

⁭ Medication Management  ⁭Psychiatric Evaluation  ⁭ Other:      

I also understand: 

• The nature and purpose of Vantage Point Behahvioral Health. services, possible alternative methods of 

treatment, and possible risks involved. 

• That violation of program rules may result in discharge from the program, and I hereby release the program 

from any liability arising from any damage, injury, or harm resulting from any such violation of these rules 

on my part. 

• That I may revoke my consent at any time. 

_______________________________________________                 ______________________________ 

Signature of Client/legal guardian for clients under 12   Date 

Relationship to client: Self ⁭       Legal guardian ⁭      Foster parent   ⁭   Social worker    ⁭    Other: _____________ 

I agree that the information above has not changed since the last date signed. 

___________________________________        __________________________          _______________ 

Client/Legal Guardian Signature                         Printed Name                                         Date 

___________________________________        __________________________          _______________ 

Client/Legal Guardian Signature                         Printed Name                                         Date 

 

 

 

 

 



 

 

RIGHTS AND RESPONSIBILITIES 

I have received a copy of the “Rights and Responsibilities” document outlining Vantage Point Behahvioral Health. 

services, policies, and client’s rights and responsibilities for its outpatient mental health clinic.  I understand what I 

read, and agree to follow these procedures, which include (please initial on the line): 

RIGHTS      RESPONSIBILITIES 

Treatment     ___ Payment for Services (if required)  ___ 

I may revoke my consent for treatment at any time ___ Cancellation for appointments        ___ 

Confidentiality     ___ Changes in personal information    ___ 

Privacy      ___ Waiting room policies            ___ 

Advance Directive     ___ Personal property          ___ 

Working together with Primary Care Physician  ___ Sign in and out          ___ 

Suggestions, recommendations, and complaints  ___ Medication Disclaimer                   ___ 

            

Signature of Client/legal guardian for clients under 16   Date 

            

Signature of Provider      Date 

 

 

 
 


