
Debbie Tessmer-Wagner, MA, LMFT (MFC#77147) 
3633 Camino del Rio South, Suite 102 

San Diego, CA 92108 
 
 

CONSENT FOR TREATMENT OF A MINOR 
 
 

Name of Minor ___________________________________________________ 
 
Date of Birth _____________________________________________________ 
 
Therapist _________________________________________________________ 
 
 
This is to certify that I give permission to the therapist listed above for treatment of my 
child. This treatment may include individual, family, and group psychotherapy and testing. 
 
This treatment may include consultations with others in the helping professions, including 
but not limited to: medical doctors, psychologists, school counselors, and teachers. 
 
California State law mandates the reporting of certain types of child abuse including 
physical abuse, sexual abuse, unlawful sexual intercourse, unlawful corporal punishment, 
neglect, emotional and psychological abuse. All actual or suspected acts of child abuse will 
need to be reported to the appropriate agency. 
 
 
__________________________________________________________  ________________________________ 
Signature of Parent/Guardian     Date 
 
__________________________________________________________ 
Printed Name of Parent/Guardian 
 
_________________________________________________________________________________________________________ 
Address                                                                                    City                                  State                  Zip 
 
__________________________________________________________  ________________________________ 
Signature of Parent/Guardian     Date 
 
__________________________________________________________ 
Printed Name of Parent/Guardian 
 
_________________________________________________________________________________________________________ 
Address                                                                                    City                                  State                  Zip 


