KLynn Counseling

11628 Old Ballas Road, Suite 214

St. Louis, MO 63141
Consent to Treatment of Minor

I _______________________________ hereby give consent for KLynn Counseling, L.L.C. and the staff and employees to treat 
_______________________________________________as a client/patient as of this 

date, ________________.

______________________________________                Date: __________________

Signature of parent or guardian

