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INFORMED CONSENT FOR RECORDING
Therapist’s Statement
1. The purpose of recording sessions is for me to use in receiving supervision in order to earn hours toward licensure. By reviewing recordings of my client sessions with a licensed supervisor, I can identify ways to deepen my clinical skills and improve my clinical understanding of my work with clients. I may share portions of recordings in individual supervision, which includes myself and my clinical supervisor, or group supervision, which includes my clinical supervisor and other pre-licensed associates who are also employed by Margin to Center Consulting and bound by professional codes of ethics to respect confidentiality. 
2. The contents of these recorded sessions are confidential and the information will not be shared outside of the context of professional supervision and training. No one who is not directly affiliated with Margin to Center Consulting, and no one who is not a pre-licensed or licensed psychotherapist, will view or listen to recordings or have access to them.  During this process, your name will be kept confidential. In addition, all matters discussed in consultations will remain completely confidential between my supervisor and me, or within my supervision group (subject to exceptions when the law requires mandatory reporting or disclosure as covered in the Consent for Therapy.)
3. The recordings are not part of your clinical record and will be used for no other purpose without your written permission. They will be deleted when they are no longer needed for the purpose of supervision.
4. These recordings are my property and will remain solely in my possession, or stored securely, during the course of your therapy. Should you wish to review a recording for any reason, we will arrange a session to do so unless I have already deleted the session. These materials will remain in locked facilities at all times.
Client Statement
I understand and accept the conditions of this statement and give my permission to have my therapy sessions recorded. I understand I may revoke this permission in writing at any time but until I do so it shall remain in full force and effect until the purposes stated above are completed.  I can request that the recorder be turned off at any time and may request that the recording or any portion thereof be erased. Refusal to be recorded for any reason will not impact the quality of services provided.
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