
CONSENT TO TREAT 
 

 
 
 
Client Name: _______________________________ DOB: _________________ 
 
Address: ________________________________________________ 
 
Phone: __________________ 
                
 
 
 
 
 
I consent to diagnostic evaluations and clinical treatment to be provided for myself by 
 

Virginia A. Miller, LCSW-R 
863 State Route 9H, 
Ghent, NY 12075 
 (845) 238-4925 

 
 
 
 
Client’s signature  
 
 
________________________________________________________________________  
Witness/Therapist                                                                Date    
 
 
 


