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C.A.P.E. Foundation, Inc. ( P.O. Box 716  (Forsyth, Mo 65653

Attendance Agreement

I _____________________________________________________________ understand that I

                                            (Print client name; if under age 18, include parent or guardian name)                                                  
am approved for temporary financial assistance from Child Abuse Prevention & Elimination 
Foundation, Inc. (CAPE) to receive counseling and/or mental health services. As part of 
treatment, I am are that if I fail to attend a scheduled session, and/or if I fail to cancel my 
appointment and miss a treatment session, I will be financially responsible for payment of that 
counseling session. Failure to attend three consecutive counseling sessions will result in a loss 
of funding. I understand I will be required to reapply to receive additional funding from 
Child Abuse Prevention & Elimination Foundation, Inc.
By signing below, I agree to abide by the above terms.
_______________________________________
____________

Client






Date
________________________________________   
____________

Parent/Guardian




Date

________________________________________
____________

Treatment Provider




Date
