
Shelly Aldrich, LMFT 
Bridges Counseling Center 

 
CONSENT FOR MENTAL HEALTH TREATMENT OF A 

MINOR 

 
 

 

 

I, _______________________________________________________, do hereby   

 

consent to the mental health treatment of  ________________________________, 

 

a minor child, by Shelly Aldrich, LMFT, at Bridges Counseling Center.   
 

 

 

 

________________________ 

Client         ________________________

           Relationship to Minor 

________________________ 

Date  

          

 

 

________________________ 

Witness    

         

________________________ 

Date  

 

 

 
 


