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THERAPY TREATMENT AGREEMENT FOR CHILDREN/ADULTS 

Dear Clients: 

Your signature below certifies your understanding and agreement to receive treatment for you or 

your child at Crossroads Counseling & Consulting Associates under the conditions described as 

below: 

• As the clinician for you, your family, and/or your child, I will base treatment on the presenting 

emotional, behavioral, and/or parenting issues. 

• APA ethical standards preclude me from participating in present or future testimony for or 

from being involved in child custody or divorce disputes. 

• I will, however, provide appropriate referrals to you if you desire an independent practitioner to 

provide psychological expert testimony. 

 
This letter is necessary because of the importance of maintaining the integrity of the treatment 

process. Involving myself in the child-custody and/or divorce disputes could create a conflict of interest 

and jeopardize that integrity.                                                                 

 

Signature of Patient   Date 

 

Signature of Parent/Legal Guardian   Date 

 

Signature of Therapist   Date 
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