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ELECTRONIC MEDIA RECORDING CLIENT RELEASE FORM

I, _______________________________________give my consent to record audio and video of  my counseling sessions and have those recordings securely stored on electronic media. I acknowledge that I will be informed prior to any recordings of my counseling and understand electronic recordings will be used solely for counselor supervision at the Center for Counseling and Family Relationships.

Your Rights:
You have the right to have the electronic recording stop at any time. Giving permission for us to use these items is voluntary. Your treatment, payment, enrollment and eligibility or benefits do not depend on allowing media recording of your sessions. You may request an opt-out form to revoke this consent without any penalty or loss of care or services. If you have any questions about your rights, you can speak to your counselor regarding your concerns. 

Revoking your permission:
You may change your mind and withdraw your permission for use of electronic recording at any time, without any penalty or loss of care of services. To revoke your permission, an opt-out form can be given at your request.

Expiration:
Unless otherwise revoked, I understand that this authorization will expire when the electronic media is no longer useful for supervision at the Center for Counseling and Family Relationships, at which time the information will be destroyed.
HIPAA guidelines will be followed for the professional use and appropriate protection of and disposal of recorded material.

Printed Name of Client: __________________________________ Date: _________

Printed Name of Legal Representative: _________________________________ 

Signature of Client or Legal Representative: ______________________
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