ROBERT E. PELC, Ph.D., P.C.

PSYCHOLOGIST

5961 S. Middlefield Rd., Ste. 100
Littleton, CO. 80123
303-388-6761

INFORMED CONSENT FOR PSYCHOLOGICAL TREATMENT

I understand that Dr. Robert Pelc is a clinical psychologist who has been licensed to practice in the State of Colorado since 1977 after completing his Ph.D. in Clinical Psychology at the University of Denver in 1975.  He works with children and adults in individual, relationship, and family therapy.  He does not prescribe medications although he will refer you to a psychiatrist or to your physician if medications are needed as part of your therapy.  He approaches most therapy from a cognitive behavioral perspective, which understands human behavior and change from a combination of our thoughts, feelings, and interactions.  He attempts to work with clients to produce requested and necessary changes in their psychological functioning.  However, no therapy can guarantee absolutely any change process.  His methods would be considered traditional.  Therapy is a mutual process so that outcomes can be affected by his interventions and your participation in the process, including your completion of homework or other assignments.  To the extent possible, he will estimate the duration of your therapy.  Your may seek a second opinion at your expense or end therapy at any point in this treatment process.  To avoid problems in the therapy, it is important that you maintain a professional relationship with Dr. Pelc.  While it is okay to be friendly and cordial, no personal relationship will be supported.  While Dr. Pelc is interested in your psychological adjustment and happiness, he cannot accept gifts or invitations to personal events from you.  For clinical emergencies only, he accepts after hours calls although you should use other emergency services (e.g., 911, local hospital ER) in the event of any life threatening emergency.  Thank you for participating in this very important life process with Dr. Pelc.  

I have read and fully understand the preceding description and conditions of participating in a psychological treatment.  I agree to participate in the treatment, and consent to the conditions described herein.  I fully understand the rights, privacy, and privileges that I accept by signing this agreement.  I agree that this is a legally binding document.

For Adults:

I, _______________________________________________, knowingly and voluntarily consent to receive psychological treatment services from Robert Pelc, Ph.D., A.B.P.P

For Minor Child:

I, ________________________________________________, of ____________________________________________


         Parent or legal Guardian         



         Minor Child
Knowingly and voluntarily consent to receive psychological treatment services for my child from Robert Pelc, Ph.D., A.B.P.P.  I certify that under the laws of the State of Colorado, I have the legal right to authorize these psychological services for this minor child.
___________________________________________________________

_________________________

Signature of Client/Parent/Legal Guardian



           

Date

___________________________________________________________

_________________________

Signature of Witness






           

Date
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