Thomas A. Cummings, Ph.D. 

Licensed Clinical Psychologist

407 Uluniu St, #412, Kailua, HI 96734
PH: (808) 292-0962   Fax: (808) 230-2476

AUTHORIZATION for TREATMENT
As the parent of the above-named child, I hereby give permission to Dr. Cummings to provide psychological treatment and/or assessment for my child. 
I understand that in cases where parents are divorced or are in the process of divorce and/or custody/visitation determinations or disputes, and where the child is in therapy, the ethics of Dr. Cummings’ profession dictate that the therapist who provides the services should not be involved in any court-related work. To do so would compromise the patient/therapist relationship, the foundation of successful therapy. Therefore, I agree that I will not ask or subpoena Dr Cummings to appear in court or produce records for court purposes. 
If I feel that I must go to court on behalf of my child, I agree to obtain another independent professional to serve in that function. I understand that this protects the child’s relationship with the therapist and safeguards the child’s confidentiality, and is therefore in the child’s best interest. 
If there is a guardian ad litem for the child, or a custody or psychological/psychiatric evaluator appointed in the case, Dr.Cummings may speak with those professionals.
I, _______________________________________, authorize psychological treatment with Thomas A. Cummings, Ph.D.  I understand that no information will be released without my written informed consent except to my health care insurance for purposes of verification of eligibility and payment for treatment and services.

PAYMENT AGREEMENT:    I acknowledge that services are being provided by Thomas A. Cummings, Ph.D., an independent individual provider who accepts most health insurance plans.  I hereby authorize my insurance benefits be paid directly to the doctor and acknowledge that I am financially responsible for any unpaid balance. 

________________________________

______________________________

Signature





Date
