
JEVS PA START Philadelphia Consent for Evaluation and Treatment

Name of Individual:  ___________________________________________________________ 
Print Name

Date of Birth: _ _ / _ _ / _ _ _ _ 
M M     D  D     Y   Y   Y   Y 

 Please check the appropriate sentence below: 

 I consent to the JEVS PA START Philadelphia Team providing evaluation and
treatment services.

 I do not consent to the JEVS PA START Philadelphia Team providing evaluation and
treatment services.

______________________________________  _______________________________ 
Signature of Person Consenting  Relationship to Individual

______________________________________ Date: _ _ / _ _ / _ _ _ _ 
Print Name M M     D  D     Y   Y   Y   Y

Address:  ____________________________________________________________________ 
House # & Street Name City, State and Zip Code 

Phone:  (_____) _______________________ 
    Area Code     Number

PA START Philadelphia
Systemic, Therapeutic, Assessment,
Resources and Treatment

PA

JEVS PA START Philadelphia
9350 Ashton Road, Suite 201, Philadelphia, PA 19114    P 267.350.8600   E clhs@jevs.org jevs.org




