
Client Consent for Treatment/Service 

LFS Mission: Lutheran Family Services expresses God’s love for all people by providing quality  

human care services that build and strengthen individual, family and community life 

Accredited by the Council on Accreditation     A United Way affiliate  Lutheran Services in America Affiliate

________________________    ________ _________________ ___________________ 

Client Name         Initials    Date of Birth  EHR/Client Number 

________________________    ________ _________________ ___________________ 

ySRqgrHR qJ;vDRrHR td.zsJ.rk>eHR EHR/Client eD>*H>

_______ Authorization for Treatment:  I hereby authorize Lutheran Family Services (LFS)   to 

provide care, support and/or behavioral health services and/or treatment as may be necessary 

or advisable in treating my, or the individual for whom I am legally authorized to provide this 

consent’s, symptoms, diagnosis, mental health concerns and/or supportive needs.  I am aware 

the practices authorized hereunder are not an exact science and I acknowledge no guarantees 

of any particular outcome or result have been made to me related to the services or treatment I 

am authorizing LFS to provide.   I also understand that LFS may provide me with referrals for 

additional services. 

_______ w>[h.ysJvX w>ulpg,gbsgt*D> = ,[h.w>ysJ vX Lutheran Family Services (LFS)   vX

uqD.xGJrRpXR,R b.xGJ w>tHRxGJuG>xGJ< uoH.w>ulpg,gbsg ‘D; o;w>td.ql.td.chs w>tHR 

xGJuG>xGJ vX tzd;oJp; vX,u’k;eJ.ymzsgb.xGJ ,w>qgtuh>yeD.< ‘d;orHord;uG>,w>qg< 

o;cd.Ekmw>qgw>*h>uD ‘D; w>vXtvd.b.wz.eh.vDR ,oh.nge>yX>tDR w>vXw>rRtDRwz. 

wrh> pJ;th.w>rRuG> w>zH;w>rR ‘D; ,tX.vDRvX w>rRpXRvX LFS &J.usJReh>,Rwz. wrh>rwR

w*Rr; tw>b.bsL; vX,’d;eh> w>rRpXRtHRtCdb.eh.vDR²

_______ Acknowledgement of LFS Clients Rights and Responsibilities: I acknowledge I received 

and read LFS Clients Rights and Responsibilities.  My rights and responsibilities have been 

adequately explained to me and my consent given herein is with full knowledge of the content 

of these rights and responsibilities. 

w>tX.vDRwl>vdm LFS ySRqgw>cGJ;w>,m’D;trl’gwz. = ,tX.vDRvX ,’d;eh>’D;z;b. LFS

Clients tw>cGJ;w>,m ‘D; tw>rRrl’gwz.eh.vDR² ,w>cGJ;w>,m’D; ,w>frRrl’gwz. b.w>’k;

oh.ngwJzsg,R vDRwH>vDRqJ; ‘D; t0J[h.,R w>*h>w>usdRwz. vXt’k;oh.nge>yX>tgxD.,R

,w> cGJ;w>,m’D; ,rl,’gwz.eh.vDR²
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_______ Acknowledgement of LFS Privacy Practices:  I have been given the opportunity to read 
LFS’s Notice of Privacy Practices and seek clarification on any part I do not understand.  I have 
been offered a copy of their Privacy Practices. 

w>tX.vDRwl>vdm vlRydmrRxGJ LFS eD>up>w>*h>w>usdR v>w>ub.ymbXtDR = ,’d;eh>b.

w>cGJ;w>,m v>,z;b. LFS’s w>rReD.rRCgvX w>ub.ymbH.ymbXtDR ‘D; ,CkxH. oh.ng

b.tgxD. w>*h>w>usdR weDRvX ,woh.ngwz.eh.vDR² ,’d;eh>b.fph>uD; eD>upXfw>*h>w>usdR

wz. vXw>ub.vkR ydmrRxGJ ‘D; ymbH.ymb>tDR tvHmuGJ;’deh.vDR² 

_______ Emergency Medical Treatment:  I understand LFS staff will call 911 for me or the 

individual’s treatment pursuant to this consent in the case of an apparent medical emergency, 

whether physical or emotional, while in the LFS office or during face to face services provided 

to me or the individual treated pursuant to this consent outside of an LFS office. 

w>tX.vDRwl>vdmb.xGJ*h>*DRtluoH.w>ulpg,gbsg = ,e>yX>vX LFS ySRrRw>zd uud; 911

vX,*D> (rh) ySRw*R*RvX w>[h.tDRw>ysJ vX*h>*DRtluoH.w>ulpg,gbsg b.xGJeD>cd (rh) o;w> 

qdurd.w>*h>uD w>ulpg,gbsgvX,*D>  zJ LFS 0JR’X;tylR (rh) rJmoud;rJm (rh) LFS 0JR’X;tcsX

rh>*hReh.vDR² 

_______Authorized Representative:  I hereby authorize LFS, its service provider(s) and 

representatives to act on my behalf to recover benefit claims, appeal adverse benefit 

determinations, and to take any action deemed necessary to obtain payment for services 

provided by LFS.  I understand that I am responsible for all co-pays, co-insurance and deductible 

amounts determined by my insurance provider at the time of services unless other payment 

arrangements are in place. 

w>[h.ysJcX.p; = ,[h.w>ysJ vX LFS ,u&J.usJR ‘D; uJcX.p;’D;[l;*JRvX,urReh>

w>bsL;w>zSd.< ‘D;cHuG>pDRuG> w>vXtwuJbsL; ‘D; [H;eh>rl’g&J.usJR usd.phw>qD.xGJrRpXR vXt

tvd.wz. vXb.w>uwJmuwDR[h.vDRcDzsd LFS ttd.eh.vDR² ,e>yX>vX rhwrh>b. vX w>&J.

w>usJRt*R td.uwDRo; vXu[h.eh>,R usd.phw>vXmbl.vXmphRwz.b.eh>< ,b.[H;rl’g vX

w>ub.[h.pXR usd.phw>vXmbl.vXmphR ‘D; xk;pSRvDRw>vXmbl.vXmphRvX ,eD>up> insurance

ttd. eh.vDR²
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_______Acknowledgement of Contact Information:  I hereby agree to inform LFS of any 
changes to my contact information.   

w>tX.vDRwl>vdmb.xGJ w>qJ;usd; = ,tX.vDR LFS vX ,w>qJ;usd;tusdRtusJ rh>qDwvJ

,u’k;oh.ngb.tDReh.vDR²

  _______ Authorization for Transportation:  I hereby authorize Lutheran Family Services (LFS) 

to provide transportation to me and family members listed on this consent form if 

transportation is offered by the program and/or service I am participating in, if NA, staff note 

NA and Initial on line. 

0HpdmwDqSXt*D> w>[h.ysJ = 0HpdmwDqSXw>&J.w>usJRt*D> w>rRpXRrh>,l>xD.to;eh> ,[h.w> 

ysJRvX LFS u&J.usJReh>,R 0HpdmwDqSXvX,*D>’D;,[H.zdCDzd vXtrHRuGJ;vDRto;wz.t*D>eh.

vDR²  

Family Members with Date of Birth who may be transported: 

[H.zdCDzdeD>*H>vXtymCkm ‘D; td.zsJ.rk>eHR vX w>uwDqSXtDRt*D> 

_____________________________________________________________________

_____________________________________________________________________

_____________________________________________________________________

_____________________________________________________________________

_____________________________________________________________________ 

I hereby acknowledge that, when appropriate, LFS staff may collaborate regarding my case for 

the purposes of referral, treatment and/or coordination of care. 

,tX.vDRwl>vdmvX zJw>qXuwD>t-uX;0Jb.0Jtcg LFS ySRrRw>zd u&J.usJRrRoud;w>’D;,R

vX,u’d;eh>b. ww>ulpg,gbsg’D;w>uqSX,Rql w>qg[H. t*D>eh.vDR 

The undersigned certifies that he or she has read and understands the above mentioned and is the 

client, client’s guardian, power of attorney, parent, or is duly authorized by or on behalf of the client 

to execute the above and accept its terms. 

rHRvXw>qJ;vDRtDReh> rh>w>trh>twD vX pDR (rh) eD> w*RtHR z;b.’D;e>yX>0J b.xGJw>*h>w> usdR 

vX w>uGJ;vDRtDRvX tzDcd.wz.eh.vDR³ ySRqg< ySRcd;ySRqg< rd>y>wz. ub.vkRydmrRxGJ ‘D; wl> 

vdmw>vX w>ymvDRtDRwz.eh.vDR 
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_______________________________      _____________________ _______________________ 

Signature of client or guardian    Relationship to client  Date   

ySRqg(rh)ySRuG>xGJ pkrk>usX> w>b.xGJ’D;ySRqg rk>eHR 

_______________________________     _____________________ _______________________ 

Signature of LFS Staff    Title  Date 

LFS ySRrRw>zdpkrk>usX> rl’g rk>eHR 

_______________________________     _____________________ _______________________ 

Signature of Interpreter  Title Date 

ySRuwdRusdmxHw> pkrk>usX> rl’g rk>eHR
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