
Emily Robson MA., LPC 
18090 Mack Avenue Grosse Pointe, MI 48230 

313.460.5536 robsondemily@gmail.com 
 
 

CONSENT FOR TREATMENT 
 

 
Patient Name:________________________________ Date of Birth:__________________________ 
 
Phone Number:_______________________________ 
 
Street Address:______________________________________________ 
 
City:_______________________________________________________  State:_____________ 
 
Email:______________________________________________________ 
 
Primary Care Physician Information 
 
Physician Name:_______________________________________________________________________ 
 
Physician Number:______________________________________________________________________ 
 
Physician Address:______________________________________________________________________  
 
City:______________________________________________ State:____________________________ 
 
ZIP:_______________________________________________ 
 
Physician Fax:_______________________________________ 
 
EMERGENCY CONTACT 
 
Full Name:__________________________________________ Relationship to patient:_____________ 
 
Phone Number:______________________________________ 
 
___________________________________________________ ________________________________ 
Client Signature       Date 
 
___________________________________________________ ________________________________ 
Parent Signature (if client is a minor)    Date 
  

mailto:robsondemily@gmail.com

