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Client Name Date of Birth

Date

Purpose of This Form :

Our practice is dedicated to providing quality mental health and substance use disorder treatment services. As part of our commitment
to professional development, we provide training opportunities for graduate-level interns under the direct supervision of licensed
clinicians. This form seeks your consent to allow an intern to participate in your care.

Intern Involvement:

Interns working with our practice are advanced students receiving specialized training in mental health and substance use disorder
treatment. They work under the supervision of a licensed professional to ensure quality care. Interns may:

e Conduct intake assessments and gather relevant clinical history

o Participate in individual, group, and family therapy sessions

e Assist in treatment planning and intervention strategies

e Maintain documentation in accordance with professional and legal standards

Supervision and Confidentiality
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All interns receive supervision from licensed clinicians, who oversee and review their work to ensure the highest standards of care.
Confidentiality laws and professional ethics fully apply to interns. Any information shared in sessions will be treated with strict
confidentiality, except as required by law (e.g., mandated reporting of abuse, threats of harm to self or others, or legal subpoenas).

Your Rights:

¢ You have the right to decline or withdraw your consent at any time without affecting your access to care.

e You may request that a licensed clinician, rather than an intern, be the primary provider for your treatment.
e You can inquire about the credentials of both the intern and their supervising clinician.

¢ You may ask questions at any time regarding the intern’s role in your treatment.

Consent Statement:

| acknowledge that | have read and understand this consent form. | voluntarily agree to allow an intern, under the supervision of a
licensed clinician, to be involved in my mental health and/or substance use disorder treatment. | understand that | may withdraw this
consent at any time.

Client Signature Date
Parent/ Guardian Signature Date
Intern Name Supervisory Clinician Name
Supervisory Clinican Signature Date
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