
ROGERS COUNTY YOUTH SERVICES 

Permission/Consent Form 

Permission 

__Yes __No Medical Attention 
The undersigned, a parent or legal guardian gives permission to allow RCYS to obtain 
Any necessary medical attention required while a participant is involved in a RCYS  
related activity and/or program. 

__Yes __No Consent for Treatment 
1. I/We (Parent or Legal Guardian) authorizes RCYS to administer treatment and to continue such treatment as
deemed necessary.
2. I/We hereby authorize counseling and psychological services by any therapist, mental health professional
and/or behavioral health rehabilitation specialist authorized by RCYS.  I/We understand that this consent is given
before any specific diagnosis or treatment is required, but is given to RCYS to exercise their judgment in providing
treatment.
3. I/We agree to be actively involved in the treatment plan as prescribed by the RCYS treatment team while I/We
receive treatment.  I/We understand that included in this treatment plan would be my/our involvement in regular
family, individual, or group therapy sessions.

4. I/We agree to give 24 hour notice of cancellation if unable to attend
appointments and that if I do not show up for appointments, the treatment plan
may be reviewed to determine the appropriateness of continued treatment or
possible – discharge.
5. Client records will not be released without my expressed written consent, except upon receipt of a legitimate
subpoena; when a court of competent jurisdiction so orders; suspected child abuse or neglect; in emergency
situations where the client presents a danger to himself/herself or is a danger to another person(s); and in other
situations where the use of disclosure is mandated by State or Federal law.  (See “Notice of Privacy Practices” in
the Client Orientation Handbook for a more complete description of Information uses and disclosures.)
6. No guarantees have been given by anyone as to the results that may be obtained.
7. I/We have received and reviewed the CLIENT ORIENTATION HANDBOOK that includes, but is not limited to,
RCYS Code of Ethics, Client Rights, Ineligibility, Person Centered Treatment Plan, Notice of Privacy
Practices/Confidentiality, Grievances, Tobacco/Weapons/Drug Policy, Emergency Evacuation, Fire/First Aid
Equipment, Access to After Hour Services, Infection Control Education, and Discharge/Transition Plan
Development.
8. I understand that I may ask questions at any time and the above information will be further explained to me.
9. I/We consent to being contacted after discharge for the purpose of obtaining information in efforts to improve
the quality of care (e.g. client satisfaction surveys, etc.)

_____________________________________________________________________ 
Person Served Signature      Date 

_____________________________________________________________________ 
Parent/Guardian Signature     Date 

_____________________________________________________________________ 
Staff Signature   Title/Credentials   Date 
(If the client is under the age of 18, and is not an emancipated minor, the parent/guardian must sign.) 

Client Name: ____________________________________ 
Print Name 
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