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Willow Oak Community Behavioral Health Center (WO) is committed to providing affordable but 
effective treatment services.  Acceptance of individual responsibility for recovery includes being 
able to voluntary participate in treatment.  Individual responsibility also includes ensuring our 
offices have your current contact and insurance information. 

TREATMENT  

I authorize and consent to Willow Oak staff providing outpatient behavioral health treatment as 
determined to be medically necessary in their professional judgment.  I have been informed of 
the nature and purpose of the treatment and the approximate estimated duration of my 
healthcare, and that I am able to withdraw my consent for treatment either orally or in writing 
whether prior to or during the anticipated treatment period.  I understand that Willow Oak offers 
a one-time consultation session to review treatment options for up to 15 minutes.  If the consult 
extends beyond 15 minutes, charges will be applied based on costs associated with individual 
therapy. 
 
 
MESSAGES OR APPOINTMENT REMINDERS  

Messages will be of a non-sensitive nature, such as, appointment reminders.  
May we leave a message at your home using the Willow Oak/treatment provider name?     
❏ Yes   ❏ No  
May we leave a message at your work using the Willow Oak/treatment provider name?     
❏ Yes   ❏ No  
May we email a message to you at your identified email address using the Willow Oak email? 
❏ Yes   ❏ No  
 
 
HEALTH INFORMATION DISCLOSURES 

I understand that as part of treatment, payment or Willow Oak operations, it may become 
necessary to disclose health information to another entity, e.g. referrals to other health care 
providers. I consent to such disclosure for these uses as permitted by law. I fully understand the 
information of this consent. 
 
 
ADVANCE DIRECTIVES 

Advance directives are legal documents that allow you to identify your wishes in the event that 
you are incapacitated or unable to express wishes for health care and treatments. In this setting, 
it allows you to express your preferences on where to receive care and what treatments you are 
willing to undergo.  A durable power of attorney for health care is a document that names your 
health care proxy.  Your proxy is someone you trust to make health decisions for you if you are 
unable to do so. 

Do you have an advance directive?       ❏ Yes   ❏ No  
Would you like information on developing an advance directive?   ❏ Yes   ❏ No  
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PSYCHIATRIC TREATMENT 

I understand that Willow Oak does not offer Psychiatric Treatment without participating in 
Therapy Services.  You must be a current and active participant with your therapist in order to 
participate in medication management services/psychiatric treatment.  Medication management 
includes initial prescription medication and medication refills.   
  
NOTICE OF PRIVACY PRACTICES 

I acknowledge that I have been provided with the Willow Oak Notice of Privacy Practices that 
provides a description of Protected Health Information uses and disclosures. I understand that I 
have the right to review the Notice of Privacy Practices prior to signing this statement. I 
understand that Willow Oak reserves the right to change its Notice of Privacy Practices that will 
be effective for health information the agency already has about me, as well as any they receive 
in the future. Willow Oak will post a current copy of the Notice. I understand that I may obtain a 
copy of the current Notice in effect upon request. I have read all of the above and understand/ 
agree to all provisions therein regarding responsibility for payment, permission for treatment and 
Notice of Privacy Practices. 
 
 
 
 
My signature below signifies that I have reviewed the consent for treatment associated with Willow Oak.  
I have had an opportunity to ask questions and receive answers.  My signature indicates my willingness 
to proceed with treatment. 

 

______________________________________________________ _______________ 
Individual Signature        Date 

 
 
 
Printed Name: _________________________________________ 
 
 
 
______________________________________________________ _______________ 

Willow Oak Representative Signature     Date 


