DR. KAREN KAFFKO & ASSOCIATES, C.PSYCH. 

Psychologist

Individual, Couple & Family Therapy


327 Elginton Ave East




     

   

Toronto, Ontario, M4P 1L7





                 Fax #:            (416) 691-7820

Telephone:   (416)967-1827






 e-mail:   k.kaff@rogers.com

CONSENT FOR PSYCHOTHERAPY
I, ______________________, (PARENT) give permission for any or all of my children, 

_____________________________________

_____________________________________

_____________________________________

to see Dr. Karen Kaffko, clinical psychologist &/or her Associates, in psychotherapy.  These sessions may be individual or family sessions, which may or may not include either of their parents.
I, ______________________, (PARENT) give permission for any or all of my children,

_______________________________________

_______________________________________

_______________________________________

to see Dr. Karen Kaffko, clinical psychologist, &/or her Associates, in psychotherapy.  These sessions may be individual or family sessions, which may or may not include either of their parents. .

Date:________________________________

signature:________________________






Parent
Date:_____________________

signature:________________________






Parent
Date:_____________________

signature:________________________







Witness
1
2

