
 

 
1381 Crossings Centre Drive Suite E 

Forest VA 24551 
PHONE 434-219-5621          FAX 434-305-1072 

 
Trish McCoy Kessler, LPC, CEDS-S                                                        Tara Cothren, LPC 
Debbie Kleinsmith, Psy, D.      Debra Crowder, LPC    
Jane Snider, LPC       Adam Cothren, LPC 
Kim Epperly, LPC                                                                                                    Sara Goins, LPC  
Carrie Wamsley, LPC                                                                                              
Carley Marcouillier, Resident in Counseling  
Gwen Seiler, Resident in Counseling  
 

TREATMENT CONTRACT 
I/we give permission for the above named therapist to provide counseling services to my child, 
_________________________________________________. 

In providing this informed permission, I/we understand that it would impede the counseling 
process if the therapist and/or the clinical records are requested or required by subpoena to be 
presented to the Court or any attorney.  Therefore, I/we agree that I/we will not request or 
require the therapist to testify in court matters regarding my family, nor will I/we request or 
require (by subpoena) that the therapist’s records be presented to the Court or attorneys 
involved with the family.  If I refuse to sign this contract, I/we understand that the therapist has 
a right to refuse treatment to my child with the understanding that quality service cannot be 
provided under these conditions. 

 

I/we understand that this agreement may only be negated by the therapist if the therapist 
believes it would be in the best interest of my child to testify in Court or present clinical records 
to the Court.  

_____________________________                                   _________________________________ 

PARENT/GUARDIAN           PARENT/GUARDIAN 



_____________________________                                   _________________________________ 

THERAPIST             DATE 

 


