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Psychological Services For

Child~Adolescent~Adult~Family
Patient’s Name:____________________________________________

Date of Birth:    ____________________________________________

I hereby authorize Marion Rollings, PhD permission to provide psychological services to my son/daughter. I recognize that such services might include psychological testing and/or psychotherapy. I further recognize that these services are provided on a fee for service basis and that I might be responsible for costs incurred in the delivery of these services depending upon the type of health insurance that is carried on my child and that is in effect at the time these services are delivered. I also understand that I have a right to access information on my child’s testing and/or treatment and that I am also invited to participate in the assessment and/or treatment to the fullest capacity that I am able and desire.

_____________________________________             _______________________

Signature of Parent/Guardian



   Date

_____________________________________
   _______________________

Print Name





   Relationship to Child

