Video Recording Consent
Name and Practice information, address, etc.

Video and audio recordings are commonly used for consultation in therapy.  Consultation is a vital source of professional development and accountability.  It provides additional clinical expertise as a resource to your therapy.  The recording of sessions can enhance the effectiveness of your treatment, but is not required.  You may decline to have sessions recorded.

The strictest confidentiality will be maintained, and there will be no sharing of the recorded material beyond private review of the session by _______________ and in clinical consultation.  Except for your first names and your voice and image on the recording, there will be no information that could identify you.  The recordings will never knowingly be shared with anyone who knows you.  Mental health professionals who may view the recording of your session are bound by law and code of ethics to protect your confidentiality.


I understand that making recordings is considered among best practices for therapists, and that these recordings will be viewed only by ________ and clinical consultants who have been engaged to provide expert clinical consultation regarding the therapy process.  I further understand that these videos will be kept in a secure location, my identity will be kept confidential, and the recordings will be destroyed after the consultation. 

I have the right to revoke this authorization at any time by providing written notification to _____________.  However, this revocation will not be effective to the extent that she has previously taken action in reliance on the consent.

I authorize _________ to make a video and audio recording of therapy sessions.

_____________________________________________________________
Printed name of Client        Signature of Client                    		Date

_____________________________________________________________
Printed name of Client        Signature of Client                    		Date
