RELEASE FOR THE TREATMENT OF A MINOR

As the parent or legal guardian of D.O.B.:

| authorize his/her evaluation and treatment. As parent or legal guardian, | have the right to request
information concerning the above minor’s evaluation treatment. | understand that | have the right to re-
voke my consent for treatment at any time. Such revocation must be received in writing by Dr. Kimberly
Rubin Ph.D. to take effect.

Signature of Client, Parent or Guardian Date
Signature of Client, Parent or Guardian Date
Witness Date
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