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Clinical Supervision Consent

Clinical counseling supervision is a process; whereby, I engage another mental health professional for professional growth and development. Signing this consent allows me to discuss your treatment with another mental health professional for educational purposes.

Client Name: ___________________ DOB: _________ SSN: _____________________

This consent may be revoked at any time except to the extent that the persons/agency, which is to make disclosure, has already taken action in reliance upon it. This authorization will expire one (1) year from the date signed. Also, I understand that a photocopy of this authorization is valid for release of the above information.

Signature of Client: ________________________________ Date: ___________

Signature of legal Guardian: _________________________ Date: ___________

Signature of Witness: _______________________________ Date: ___________


REDISCLOSRE PROHIBITED: This information has been disclosed to you from records whose confidentiality is protected by Federal Law. Federal Regulation prohibits you from making further disclosure. A general authorization for the release of medical or other information is NOT SUFFICIENT for this purpose.
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