EDWIN FAIR COMMUNITY MENTAL HEALTH CENTER

I, ___________________________________, have been made aware that 

I am not eligible for services at Edwin Fair Community Mental Health 

Center because ________________________________________________

_____________________________________________________________.

I have given my consent to be referred to another facility for services.  

Alternative treatment options have been provided to me.  

        Signature of client (if age 14 and older)                         Date

        Signature of parent/guardian                                         Date

        Staff signature/credentials                                              Date
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