Kathleen M.Vogler, Ph.D.

KMV Psychological Services


Patient Signature of Agreement

My signature below indicates that I have:

1. Received the documents:

A. Psychotherapist – Patient Services Agreement

B. Notice of Psychologist’s Policies and Practices to Protect the Privacy of Your Health Information

2. Read and Understand the information contained in these documents

3. Agree to abide by the terms of the information contained in these documents

_______________________________    _____________________________________    _____________

Printed Name of Patient                           Signature of Patient


     Date


IF PATIENT IS A MINOR
_______________________________    _____________________________________    _____________

Printed Name of Patient                           Signature of Patient


     Date

_______________________________    _____________________________________    _____________

Printed Name of Parent/Legal Guardian   Signature of Parent/Legal Guardian                           Date


3209 W Smith Valley Road,  Suite 232

317-884-3132
Greenwood,  IN  46142

Fax 317-884-3131

