
Empowerment Counseling Center of Rhode Island 

 

Permission for minors to receive counseling and treatment services 

 

 

I, _____________________________________, give permission, for my child 

_______________________________________, to receive services from  

 

Empowerment Counseling Center of Rhode Island. 

 

 

 

__________________________________________                          __________________ 

Parent or Legal Guardian Signature:                                                      Date: 

__________________________________________                           __________________ 

Witness from Empowerment Counseling Center of RI:                         Date: 
 


