ILDIKO TABORI, PHD

PSYCHOLOGIST
CA PSY19688

INFORMED ASSENT FOR MINORS
(CHILD FORM)

I, , A MINOR, GIVE MY INFORMED ASSENT FOR
PSYCHOTHERAPEUTIC TREATMENT AND/OR PSYCHOLOGICAL AND/OR
NEUROPSYCHOLOGICAL ASSESSMENT TO ILDIKO TABORI, PHD, A LICENSED
PSYCHOLOGIST IN THE STATE OF CALIFORNIA.

(INITIAL)

I UNDERSTAND THAT MY MEDICAL/MENTAL HEALTH INFORMATION CANNOT BE
DISCLOSED WITHOUT MY WRITTEN CONSENT AND THE WRITTEN CONSENT OF MY
PARENT/GUARDIAN UNDER ANY CIRCUMSTANCES, EXCEPT IN EMERGENCY SITUATIONS
WHEREIN | AM:

b A DANGER TO MYSELF

b A DANGER TO OTHERS

® DISCLOSE CHILD, ELDER OR DEPENDENT ADULT ABUSE

(INITIAL)
I UNDERSTAND THAT | AGREE TO FULLY PARTICIPATE IN TREATMENT AND/OR
ASSESSMENT. | ALSO UNDERSTAND THAT | MAY TERMINATE TREATMENT AND/OR
ASSESSMENT AT ANY TIME.

(INITIAL)

SIGNATURE: DATE:

NAME (PLEASE PRINT):

NAME OF PARENT/LEGAL GUARDIAN (PLEASE PRINT):
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