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Client Permission to Tape Sessions
I, __________________________________________ hereby give my 

permission for Clinician, ______________________________________, 

to make audio/video tapes of our counseling/Psychotherapy sessions at Catholic Charities.  I understand that these tapes will be reviewed by my clinician and his/her supervisor ONLY as a means of assessing the quality of treatment being provided to clients of Catholic Charities and the agency will erase all tape recordings within a time period not to exceed one month of the time that they are made.  I understand that any tapes that are made will be the property of Catholic Charities.
This permission will remain in effect for 180 days from the time that it is signed, and I understand that I may revoke it at any time prior to that date.

Printed Name of Client_______________________________________

Signature of Client___________________________     Date: __________________
Expiration Date of this permission (180 days from above date)
Exp. Date: _____________________________
Witness________________________________
Date___________________________________
Date of Destruction: ___________________

Initials of Supervisor ______________ 
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