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SAMPLE CONSENT FORM

CONSENT TO VIDEO TAPE PCIT SESSIONS

CLIENT NAME_______________________________________

CAREGIVER NAME_______________________________

CHILD’S DOB_________ AGE______ SEX _____ 

I authorize the AGENCY NAME to interview, photograph or make other visual or audio recordings of me.  I also authorize this treatment agency to use the interview, photographs, and/or recordings for staff education, clinical supervision and training.  

This permission is given by me is subject to the following restrictions and/or limitations (if any):

________________________________________________________________________

________________________________________________________________________

I acknowledge that I have voluntarily given this authorization for the purpose of contributing to the advancement of scientific understanding, education, health care improvement, research, or other purposes as may be determined to be appropriate, without expectation of payment or other compensation, either now or in the future.  As such, I, my family, heirs and assigns, hold the AGENCY NAME harmless from and against any claim for compensation or harm resulting from the activities authorized by this agreement.

__________________________________________  ______________  /  _________________AM/PM
    PATIENT or patient’s legal representative and relationship to patient

                (Date)

      (Time)

_____________________________________________________  _________________________________________________


INFORMANT and printed name of informant


                  TRANSLATOR or Witness

Urquiza, A., Zebell, N., Timmer, S., McGrath, J., & Whitten, L.  (2011)  Course of Treatment Manual for PCIT-TC.  Unpublished Manuscript. 
2.7

