PERMISSION TO TREAT AND
CUSTODY/GUARDIANSHIP STATEMENT

INK RAP MARGARITA GURRI, PH.D.
R LICENSED PSYCHOLOGIST

Mailing: PO Box 1806 - Dania Beach FL 33004

Office: 7200 Griffin Road, Suite 3E - Davie FL 33314
954-609-9904 t - 954-530-8989 f - Margarita@ShrinkRaplnc.com

Date:

Name of Patient: Date of Birth:
(name of child or adult with guardian)

| certify that | am the patient, parent/guardian of the above-referenced individual and
that | am fully entrusted to make medical decisions.

| authorize Shrink Rap, Inc. and/or designee to provide assessment, planning, treatment,
referral and other related medical, educational, social, and psychological purposes with the
identified patient.

CUSTODY and GUARDIANSHIP

If any split or shared custody, or shared guardianship agreement exists, | certify that | have
notified all other guardians/parents of my intention to assessment, planning, treatment,
referral and other related medical, neurocogntive, educational, social, and psychological
purposes for the above-referenced individual.

1. Printed Name of Authorized Signature

1. Authorized Signature Date

2. Printed Name of Authorized Signature

2. Authorized Signature Date



