
 
 

Gabrielle Lawrence, Ph.D. 
10245 E. Via Linda Blvd. #105, Scottsdale, AZ 85258 

480-606-5030 Ph  480-948-9054 Fax 

gabrl1@cox.net 
 

CONSENT FOR COUNSELING A MINOR 

 

I (We), __________________________________________the undersigned 

parent(s) or guardian(s) of the herein identified minor__________________________ 

age________________, do hereby give my/our written consent for said minor to be 

entered into counseling with Gabrielle Lawrence, Ph.D.  It is understood that this 

consent is subject to revocation by the undersigned at any time except to the extent 

that action has already been taken in that consent. 

My/Our signature below also verifies that I/we are the legal parent(s) or 

guardian(s) of the above identified minor and have the legal right to consent for said 

minor to receive treatment from Gabrielle Lawrence, Ph.D. 

 

________________________ _________________________ ______________ 

Parent/Guardian Name   Parent/Guardian Signature  Date 
 
 
________________________ _________________________ ______________ 

Parent/Guardian Name   Parent/Guardian Signature  Date 
 
________________________ _________________________ ______________ 

Witness Name    Witness Signature   Date 
 
 
 
In accordance with the Health Insurance Portability and Accountability Act of 1996 

(HIPAA) this fax/email/document, including any attachments, may contain confidential and 

privileged information and is for the sole use of the intended recipient(s).  Any unauthorized 

review, use, disclosure or distribution is prohibited.  If you are not the intended recipient, 

please contact the sender by reply email or fax and destroy all copies of the original message. 

 


