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Consent to Record or Videotape


I, ___________________________________ give the University of Central Arkansas Psychology and Counseling Clinic permission to videotape/record my sessions to be used in consultation and training.



				


Signature___________________________________
[bookmark: _GoBack]					    Client’s name			Date



				Signature ___________________________________
					      Parent or Guardian		Date



Signature ___________________________________
					      Clinician			Date
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