
G R A D U A T E  A R T  T H E R A P Y  P R O G R A M  
EASTERN VIRGINIA MEDICAL SCHOOL 

POST OFFICE BOX 1980 
NORFOLK, VIRGINIA 23501-1980 

                                                                 
 

  TELEPHONE (757) 446-5895 
EMAIL “ARTTHRPY@EVMS.EDU”  

FAX (757) 446-6179 
 
 

CONSENT TO ASSESSMENT 
AND COUNSELING 

 
Student Name:_______________________________DOB:____________________ 
 
I consent to:   ______  Assessment 
            ______  Counseling 
 
I understand that all services provided are supervised and information is disclosed in 
supervision to enhance planning. 
 
I realize that information is confidential unless: 
 
 a.  I sign a form authorizing release of my records; 
 b.  I acknowledge intent to harm myself or others; 
 c.  I report abuse of a child or adult; 
 d.  my records are subpoenaed. 
 
 
    

___________________________________________ 
    STUDENT SIGNATURE    DATE 
 

                                                
___________________________________________ 

    PARENT/GUARDIAN         DATE 
 

  
 ___________________________________________ 

    PARENT/GUARDIAN         DATE 
 

  
 ___________________________________________ 

    EVMS INTERN     DATE 


