
Constance M. Updike-Chilcoat, MS 
Licensed Marriage and Family Therapist 

Consent to Treatment for a Couple 
 

 We,        do herby seek and consent to take part in the treatment 

by Constance M. Updike-Chilcoat, MS.  We understand that developing a treatment plan with this therapist and 

regularly reviewing our work toward meeting the treatment goals are in our best interest.  We agree to play an 

active role in this process. 

 We understand that no promises have been made to us as the results of treatment or of any procedure 

provided by Constance M. Updike-Chilcoat, MS. 

 We are aware that we may stop our treatment with this therapist at any time. 

 We understand that we will be charged $120.00 unless we notify, Constance M. Updike-Chilcoat, MS to 

cancel an appointment at least 24 hours before the time of the appointment. 

 We understand that Constance will strive to keep all conversations confidential; however we understand 

that the following information is not protected by confidentiality. 

Federal law and regulations do not protect any information about suspected child abuse or 
neglect, any act that causes harm, abuse of elderly and disabled, and disclosure of previous sexual 
exploitation by a previous counselor. 

Threats of danger to self or others, such as suicide or homicide must be reported. 
Any person who commits or threatens to commit a crime at this office or against any person who 

works here will be reported to law enforcement. 
Disclosure may be made to medical personnel in a medical emergency or to qualified personnel 

for audit or program evaluation. 
Disclosure may be allowed by court order. 

   

 Our signatures below show that we understand and agree with all of these statements. 

 

                    
Printed Name    Signature      Date 

                  
Printed Name    Signature      Date 

 I, Constance M. Updike-Chilcoat, MS have discussed the issues above with the couple.  My observations 

of this couple’s behavior and responses give me reason to believe that they are full competent to give informed 

and willing consent. 

 

              

Signature of Therapist         Date 

_ Copy accepted by client  _ Copy kept by therapist 

This is a strictly confidential patient record, redisclosure or transfer is expressly prohibited by law. 


