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KORU PSYCHOLOGICAL SERVICES
Consent for Evaluation 

Koru Psychological Services does not discriminate upon basis of age, race, color, sex, national origin, disability, religion, or sexual orientation. Koru Psychological Services supports the belief that all individuals have the right to treatment, including access to medical care and habilitation.  

I _________________________________________do hereby seek and consent to take part in the evaluative process with Dr. Jill Nicolino. I understand that the evaluation will be used to answer specific referral questions such as diagnostic clarification and treatment recommendations. I agree to play an active role in this process.

I understand that no promises have been made to me as to the results of this evaluation or of any procedures provided by this psychologist.

I understand that this evaluation is not treatment or therapy. I understand that I may give consent to Koru Psychological Services to help coordinate my care deemed appropriate following the results of this evaluation. 

I understand that under a crisis situation, I should contact my on-call treatment provider, emergency services (911), or follow any other action that may be noted in my treatment plan.  I understand that Koru Psychological Services is not a crisis stabilization provider.  

I am aware that I may stop the evaluation with this psychologist at any time. However, I understand that I may lose other services or may have to deal with other problems if I stop the evaluation (For example, if my treatment has been court-ordered, I will have to answer to the court or if my evaluation is required for continuation of therapeutic services or case-management, my treatment with these providers may be lost.)

I am aware that an agent of my insurance company or other third-party payer may be given information about the type(s), cost(s), date(s), and providers of any services I receive and authorize this psychologist to submit claims on my behalf.  If my insurance companies do not pay, I understand that I am financially responsible for all charges incurred.

My signature below shows that I understand and agree with all of these statements.

_______________________________________________             ________ 
Signature of client (or person acting for client)                                 Date

_____________________________       _________________________                  Printed name                                         
  Relationship to client (if necessary)

Jill Nicolino, Psy.D, LP 8278    Ph. (828) 242-9553    Email: Dr.Nicolino@gmail.com    Fax: 904-395-9500
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