Central Christian Counseling Center
Authorization to Treat a Minor

l, , as the parent or legal

guardian of (the’Minor’), give

my permission for (Name of Therapist)

to meet with the Minor for therapy/counseling with or without being present.

Parent/Legal Guardian Signature Date

Therapist Signature Date

[/ Central Christian Counseling Center @ 8100 E.22nd St N, Bldg. 800 Ste. 100, Wichita, KS 67226 @ 316.683.4083



