PLEASE FILL IN THE INFORMATION BELOW, READ AND SIGN THIS DOCUMENT AND BRING IT WITH YOU TO THE APPOINTMENT


Vittorio Comelli, PsyD

Clinical Psychologist

 PSY 21880

1939 Divisadero Street, Suite 3

San Francisco, CA 94115

Telephone: (415) 637-2895
info@vittoriocomellipsyd.com
www.vittoriocomellipsyd.com
Patient Information And Consent For Treatment
	First Name
	Middle Name
	Last Name

	Address

	Home Phone #
	Work Phone #
	Mobile Phone #

	Date of Birth
	Social Security #
	Driver’s License #

	___________________________________________________________________________________
Emergency Contact                            Phone #                                              Relationship


I, __________________________________________, authorize and request that my therapist, Vittorio Comelli, PsyD, provide psychological examinations, assessment, interventions and/or diagnostic procedures that now or during the course of my case as a patient are advisable.  The frequency and type of treatment will be decided between Dr. Comelli and me. 

I understand that the purpose of these procedures will be explained to me and subject to my verbal agreement.

I understand that there is an expectation that my child or I will benefit from this assessment and/or interventions, but there is no guarantee that this will occur.

I understand that maximum benefit will occur with consistent attendance and that at times I may feel conflicted about my therapy as the process can sometimes be uncomfortable.  

I have read and fully understand this Consent for Treatment form.

Patient Signature: _________________________________________ Date: _________________

