
AUTHORIZATION FOR COUNSELING OF MINORS

 

I/We ___________________________________________________, the parents/legal

guardians of _____________________________________________, a minor, give

our permission for  ________________________________________ to participate in 

individual or group treatment.

 

Parent/Guardian Signature : ______________________________________________________

 

Parent/Guardian Address: ________________________________________________________

_____________________________________________________________________________

 

Today's Date: ________________________________________________________

 

Inga-Britt Ostrom, MS, MFT                                                                                                     

Marriage Family Therapist

3180 University Ave., Suite 210   

San Diego, California 92104

Phone 619-972-2551     


