
 

Parent Consent Form 
 
Thank you for trusting me to assist you with your child’s personal concerns. Please take 
the time to read and understand this document and ask me about any portion which 
may be unclear to you. 

 
Amber M. Ornelas-Senger, QMHP, LMFT Intern will provide psychotherapy services 
to your child   ___________. The goal is to help your child be 
successful emotionally, socially and academically. Individual, couple and family 
counseling is available to enhance your child’s success. I am requesting your 
involvement and need permission to see your child. 

 
This consent is valid until termination of the therapeutic relationship. You have the right 
to revoke consent at any time. Verbal or written notification will be accepted. 
I understand the information stated in this form and give consent for my child
 _______to receive therapeutic counseling with 
Amber M. Ornleas-Senger, QMHP, LMFT Intern at élan Vital Counseling 
Center, 8885 SW Canyon Rd., Ste. 120, Portland, OR 97225. 

 
Confidentiality 

 

For therapy to be effective, confidentiality must be honored. No information will be 
shared with a party outside of my office without your written consent. Additionally, 
information your child shares with me in his/her private sessions will be held 
confidential. However, the goals and progress of the counseling may be shared with 
you, any other legal custodial parent or guardian. By law, confidentiality must be 
breached if a therapist or therapist intern suspects that any minor is being or has been 
abused, if a person plans to physically harm another person, or if a person plans to 
harm him/herself. Additionally, breaching of confidentiality will occur if a therapist or 
therapist intern hears that an elder or dependent adult is being or has been abused. 

 
Eligibility and Fees 
 
My services are available to individuals, couples, groups, adolescents, children as well 
as families. I will collect $75 (sliding-scale available for financial hardship) per session 
at the time of services rendered. Phone calls that exceed 5 minutes will be charged at 
$1.75/minute. Please make checks payable to “Amber Senger”. If an outstanding 
balance remains after termination of therapy and 90 days has passed without 
payment, I reserve the right to submit the past due invoice to a collection agency. I do 
not accept insurance at this time. 



Policies Regarding Appointments 
 

Individual and couples therapy appointments are generally for 45 to 50 minutes and are 
typically scheduled once per week at a time you and I agree on. A typical child therapy 
appointment is 45 minutes. If you cannot make a scheduled appointment, it is your 
responsibility to call (503) 805- 4672 to cancel within 24 hours. I typically check my 
voicemail at least once daily, except on weekends. If you forget an appointment, call 
(503) 805-4672 as soon as possible to reschedule. If you miss your appointment and do 
not call within 24 hours to cancel, you will be charged your regular session fee. In 
addition, there is no guarantee that I will have another available appointment time 
during that same week. If for some reason you are late, please understand that I must 
still follow my regular schedule in ending appointments. 

 
• Please note that email is not a secure form of communication and is not 

recommended as a means of contacting your therapist for any treatment-related 
concerns. I use text and email for scheduling purposes only. 

 
In an Emergency 

 

In some instances, you might need immediate help at a time when Amber M. Ornelas-
Senger, QMHP, LMFT Intern is not available or cannot return your call. These 
emergencies may involve suicidal thoughts, thoughts of wanting to hurt someone else, 
or thoughts of committing dangerous acts. If you find yourself in any emergency 
situation, please call 911. In addition, you can visit the nearest Emergency Room and 
ask for the mental health professional on call. 

 
Please print, date, and sign your name below indicating that you have read and 
understand the contents of this form, you agree to the policies of your relationship with 
me as your therapist, and you are authorizing me to begin treatment with your child. 

 
 
 
 
Client Name - Minor (Please Print) Date 

 
 
 
 
Parent’s or Legal Guardian’s Name (Please Print)  

 
 
 
 
Parent’s or Legal Guardian’s Signature 

 
 
Please provide a copy of the Custody Agreement. 


