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Collaborative Support Agreement for ASD Counseling Services 

Welcome to Veronica Lichtenstein, LMHC LLC.  Before we begin your counseling journey, we want to ensure that 
both you and your family member/guardian understand and agree to the following terms and conditions. 

Terms and Conditions: 

1. Eligibility: To receive counseling services at Veronica Lichtenstein, LMHC LLC, the client must be 13 years 
of age or older.

2. Family Member Involvement: We believe that a collaborative approach is essential for the success of 
counseling for individuals with ASD. Therefore, it is a requirement that the client attends in-office therapy 
sessions with a designated family member or guardian at all times, until the age of 25 or earlier if determined 
appropriate by Veronica.

3. Responsibilities:

• The client and the designated family member/guardian agree to actively participate in the counseling process, 
including sharing relevant information and working collaboratively with the therapist. Both parties must be in-
office to participate.

• The client and the designated family member/guardian commit to attend in-office therapy sessions regularly 
as scheduled.

• Veronica Lichtenstein, LMHC LLC will provide professional counseling services tailored to the client’s unique 
needs and goals.

Termination of Services: 

The therapist reserves the right to terminate counseling services if it is determined that counseling is no longer 
beneficial or appropriate for the client. 

Client Name: _____________________________________________ 

Date of Birth: _____________________________________________ 

Family Member/Guardian Name: ______________________________ 

Date: ____________________________________________________ 

Consent: 

Client and designated family member/guardian, have read and understand the terms and conditions of this contract. 
We agree to abide by these terms and actively participate in the counseling process at Veronica Lichtenstein, LMHC 
LLC. 

Client Signature: ___________________________________ Date: ______________ 

Family Member/Guardian Signature: ___________________  Date: ______________ 

By signing this contract, you acknowledge your commitment to the collaborative counseling process at Veronica 
Lichtenstein, LMHC LLC.  If you have any questions or concerns, please feel free to discuss them with your therapist. 
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