
CONSENT FOR THERAPEUTIC COUNSELING SERVICES

THE HOPE CONNECTION 
MICHELE NEVERDON, LPC, CCTP

Client Name:        DOB: 

I hereby agree to counseling/consultation with Michele Neverdon, LPC, CCTP. 
Michele Neverdon, LPC, CCTP, is the sole owner of The Hope Connection. 
I understand that all information regarding services is confidential and will not be 
released to any other agency or individual without my knowledge and consent, except 
when required by law. I understand that Michele Neverdon, LPC, CCTP, is required to 
report any knowledge of abuse and/or neglect of a person who is presently a minor, 
elderly, or disabled. I also understand that Michele Neverdon, LPC,CCTP, may break 
confidentiality if there is a serious intent to harm myself or others.
,I will inform Michele Neverdon, LPC, CCTP, if there are any changes to my address, 
phone number or other important biographical information.
I understand that if I am experiencing a medical emergency during my counseling 
session or while waiting for my appointment, Michele Neverdon, LPC, CCTP, will 
contact emergency medical personnel to assist me.

I will make every effort to meet with Michele Neverdon, LPC, CCTP, for my appointment 
as scheduled. If I need my appointment to be canceled or rescheduled, I will give at 
least 24-hour notice. Cancelations not made within 24-hours will incur a $50 cancelation 
fee.

If I need to talk after counseling hours, I may call and leave a voice message. My voice 
message will be returned within 24 hours. Michele Neverdon, LPC, CCTP, does not 
offer 24-hour theraeutic counseling coverage. In case of an emergency please call 911 
and/or go to your nearest emergency medical facility.

I have been given a full explanation of this contract and I agree to follow the program 
guidelines and conditions stated in this document.

Client Signature:              Date:  

Client’s Name: 

Signature:              Date:  
(Responsible Parent/Guardian and/or Collateral contact, if required)

Name Printed:
(Responsible Parent/Guardian and/or Collateral contact, if required)

Emergency Contact: 
                             Name        Relationship Phone
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