
            

                                                  

NON-CUSTODIAL PARENT 

CONSENT FOR TREATMENT OF MINOR CLIENT  

 

I, ________________________________________, give my authorization to Stronghold Counseling 

Services, Inc. to provide counseling services for: 

_____________________________________________________________________________________ 

 

_______________________________     __________________________ 

Minor client signature       Date 

_______________________________     __________________________ 

Non-Custodial parent       Date 

_______________________________     __________________________ 

Therapist signature       Date 

Hope without Hype, Guidance without Judgment 
  

Ph: 605 - 334 - 7713;   Fax: 605 - 334 - 5348   
Email: info@strongholdcounseling.com   

4300 S Louise Avenue  Suite 201 

 


