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Supervision Consent Form 

 
I ____________________________ understand that my therapist, ___________ 
______________________ is working under the clinical supervision of Claudia 
(Chloe) Cooper, LPC, LISAC.  
 
Within the context of supervision, my therapist may be sharing the content of 
client sessions and notes, with her clinical supervisor. All attempts to guard my 
confidentiality will be made. I may contact Claudia Cooper at 480-500-8869 or at 
chloe@ScottsdaleTherapist.org any time. 
 
 
_______________________________________________________ 
Client Signature Date 
 
_______________________________________________________ 
Therapist signature Date 
 
 


