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TO BE COMPLETED BY DIVORCED or DIVORCING PARENT(S) SEEKING TREATMENT FOR CHILD

Custody Dispute Contract

Client’s Name: ___________________________________    Date of Birth:____________________

The purpose of this contract is to obtain written agreement that the psychologist, Melissa Mohlman, Ph.D., will not be asked to participate in any litigation regarding any custody or access disputes. If Dr. Mohlman is asked to participate in any litigation, Dr. Mohlman’s neutral role with the family may be compromised. This is likely to seriously jeopardize any progress that may have been made in therapy, to hinder likelihood of future progress, and possibly to limit the patient’s willingness to seek help from a psychologist at any later time in his/her life. In order to prevent these problems or potential problems, it is crucial that Dr. Mohlman, the parents, and the patient have every reassurance that there will be absolutely no involvement on Dr. Mohlman’s part in any current or future litigation between parents. This is best accomplished by both parents signing this statement:

We wish to enlist the services of Melissa Mohlman, Ph.D. in the treatment of our child, _____________________________. We understand that such treatment will be compromised if information revealed therein is brought to the attention of the court in the course of a custody dispute. Accordingly, we mutually pledge that we will neither individually nor jointly involve Dr. Mohlman in any litigation whatsoever. We will neither request nor require Dr. Mohlman to provide testimony in court. We will neither request nor require Dr. Mohlman to turn over her notes to the court or any attorneys or other personnel involved in any custody dispute process. Any violation of these terms will be a breach in contract for services with Dr. Mohlman and terminate our therapeutic relationship. If the services of a mental health professional are desired for court purposes, the services of a person other than Dr. Mohlman will be enlisted. 

Signature of Parent:                    ___________________________________________

Date:                               ____________________________________________ 

Printed Name of Parent: ____________________________________________ 

Signature of Parent:      

  ___________________________________________

Date:                               ____________________________________________ 

Printed Name of Parent: ____________________________________________

Signature of Witness:       
 ___________________________________________

Date:                               ____________________________________________ 

Printed Name of Witness: ____________________________________________
