
 

 

CHILDREN’S RECEIVING HOME OF SACRAMENTO 

CONSENT TO ASSESSMENT AND/OR TREATMENT 

 

By signing this form, I consent to mental health services, psychological assessment, social 

services or treatment/education programs and intervention by The Children’s Receiving 

Home of Sacramento (CRH) for the following:   

 

Individual(s) signing consent:  

Name: ________________________________ DOB:____________________  

Name: ________________________________DOB:____________________  

This consent is for the following:  

 Individual signer(s) only  

 Individual signer(s) and the minor(s) named below.  

 Only the following minor(s). I have the legal authority to consent to treatment for 

the minor(s)  

Name: ________________________________DOB:____________________  

Name: ________________________________DOB:____________________  

Name: ________________________________DOB:____________________  

Name: ________________________________DOB:____________________  

 

In consenting to receiving services from the Children’s Receiving Home of Sacramento, 

I/we understand and agree to the following:  

Exchange of information within the agency: The CRH program uses a team approach in the 

provision of its services. The agency also provides supervision of all direct care staff. Therefore, 

information about my progress or the progress of the minor for whom I consent to treatment will 

be shared with other agency staff at CRH who need this information for the provision of services 

or the supervision of my/our care. Consent to Use and Disclose Personal Health Information 

must be signed to allow CRH staff to reveal information to other individuals and entities. The 

details regarding such disclosers are listed in the Notice of Privacy Practice s I have received.  



Confidentiality and mandated reporting. All communication between me/us and/or the 

minor(s) listed above and the CRH direct care staff is confidential. However, under California 

state laws, CRH employees are required to report information to the police and/or various 

government social services agency in the following situations:  

o Whenever information is revealed that causes the staff member to know or reasonably 

suspect that child abuse has occurred, including physical abuse, sexual abuse, and/or neglect.  

o Whenever Information is observed or reported that causes the staff member to suspect that 

abuse of a dependent adult or elder has occurred, including physical abuse, sexual abuse, 

neglect, abandonment, and/or financial abuse.  

o When serious threats of violence are made toward other individuals.  

o When serious threats of suicide are made.  

 

Right to know about the treatment received. I/We have the right to be informed of the 

condition for which treatment is being provided and to ask questions about the services received. 

I/we also have the right to be informed of proposed interventions, treatment and medications, the 

benefits, risks, and potential side effects of each and the likelihood of success. I/we also have the 

right to know about alternative options for treatment. I/we have the right to refuse interventions, 

treatments, and medications.  

Risks and benefits. As with any mental health service, the services are not guaranteed to have 

specific results. The outcome of the services will be the result of a collaborative effort between 

me/us or the child(ren) and the CHR staff. Other relationships and events may affect this process. 

Some of the risks of receiving mental health services include, but are not limited to, 

uncomfortable discussions regarding challenges and problems, arousal of strong emotions, 

recollection of unpleasant memories, and changes in relationships with others. Some of the 

benefits that may occur include, but are not limited to, improved emotional and behavioral 

functioning, improved interpersonal relationships, and improved feelings about myself and 

others.  

Right to know licensing of treatment professionals. CRH provides training for mental health 

professionals, and I/we may be seen by a clinical trainee or intern whose work will be under the 

supervision of a licensed mental health professional. I/ We are entitled to know the licensing and 

education of any person from whom I/we receive services.  

Assessments. CRH conducts periodic assessment to determine a client’s level of functioning. 

Professional personnel will be responsible for the administration and interpretation of 

assessments. I/we authorized CRH to complete any assessment of my/our child(ren) to include 

academic/pre-academic skills, social/emotional/adaptive behavior, communication, intellectual, 

health, vision, hearing, substance use/abuse, and vocational functioning. I/we further understand 

that the professional personnel will explain the results of these assessments to me/us, and that no 

alternate placement decisions will result from these assessments without our participation and 

consent.  

Activities and Transportation. I/we understand that the services for the minor child(ren) named 

above may include activities that take place off and on campus. The off-campus activities may 



consist of recreational activities, that include physical components (hiking, football, swimming 

etc..). I/we consent to CRH staff to transport my/our child(ren)/family to any off-site services or 

activities associated with his/her treatment, by private cars, van, or bus. On campus activities 

may include use of the onsite gym, play structures and lawn areas to engage in sporting activities 

such as basketball, volleyball, or soccer. These activities are designed to support each minor 

child’s (ren’s) therapeutic journey and I/we consent to our child’s(ren’s) participation in these 

activities.  

 

I/we have discussed the Mental Health Services Act (MHSA) Full Service Partnership 

(FSP) Program with which the Sprouts Trauma Informed Care Preschool is a part of with 

the assigned clinician and agree to participate in the program. I/we understand this is a 

voluntary program based upon a partnership between myself and the assigned clinician. 

I/we agree to work on achieving recovery through the recovery goals with the assigned 

clinician. I/we understand that we can elect to withdraw from the FSP and Sprouts 

program at any time.  

 

I/we understand that my/our signature(s) on this consent is required in order to receive 

care and treatment from The Children’s Receiving Home of Sacramento.  

 

I/we have the right to ask questions regarding this consent and to receive a copy of this 

consent.  

 

This consent shall remain effective until revoked in writing or until termination of services.  

 

Date:________ Parent/guardian:____________________________________________   

Date:________ Parent/guardian:  ___________________________________________  

Date:________ Child:____________________________________________________  

Date:________ Witness:__________________________________________________ 


