
 

P a g e  1 | 1 
1421 Park Ave. S. Ste 204, Minneapolis, MN 55404 

T 612-886-3581 F 612-886-1637 E info@htsmn.com W www.htsmn.com 

 
CONSENT FOR NON-CREDENTIAL PROVIDER 

 
 
I, ______________________________________, acknowledge the awareness that I will receive 
outpatient mental health services at Hope Therapeutic Services, from a mental health practitioner who 
is not credentialed by my health plan.  However, I understand these services will be under the 
professional supervision of a licensed provider who is credentialed by my health plan and my health 
plan’s supervisory protocol will be followed. 
 
 
By signing below, I give my consent to being treated by a non-credentialed provider. 
 
 
 
_________________________________________ ______________________________________  
Signature of Person Giving Consent    Date  
 
 
 
_________________________________________ ______________________________________	
Parent/Guardian Signature      Date 
When Legally Required  
	
 
_________________________________________ ______________________________________ 
Signature of Person Informing You of Your Rights  Date 
 
 
 
 
Name of Health Plan: ______________________________________________________________ 

 
 


