Consent for Audio/Video Taping
CDS Family & Behavioral Health Services (CDS)

______________________ consents to allow _____________________

Name of Participant                                                                        Name of Counselor

to record counseling sessions for the purpose of clinical supervision. These recordings will be used within CDS to improve the services you are receiving and for teaching purposes. 
I understand that no one will discuss my case outside the clinical supervision session and tapes will be destroyed within 90 days of recording.

I have read the statements above and have had the opportunity to have all of my questions regarding the use of the tape recordings answered to my satisfaction. 

_______________________                                       ___________________
Signature of Participant                                                                                  Date
_______________________                                       ___________________
Parent Signature (if applicable)                                                                      Date

_______________________                                       ___________________
Witness Signature                                                                                          Date
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