
Client Consent to Record / Video Record Sessions

Teresa Heesacker Counseling is commi  ed to providing a counseling experience in which connec  on, value and 
encouragement foster restora  on in one’s sense of self and in life’s most important rela  onships.

In order to do this well, I ask clients permission to video record sessions so that my supervisor, Tony Lai, LPC, 
can directly observe my work. There is strict confi den  ality standards that I comply with. If you grant permis-
sion for sessions to be video recorded, you can be assured that all professional viewing of recordings will follow 
ethical guidelines and assure client’s confi den  ality except when issues of harm to self or others, suspected 
child abuse, and /or court orders legally require repor  ng or submi   ng of client fi les. All recordings are stored 
in a locked and confi den  al loca  on. A  er the recording has served its purpose for either supervision or legal 
reasons, the recording will be either erased or destroyed.

Par  cipa  on in video recording is voluntary. You can request that recording be stopped at any  me. You can 
also request that no future recordings take place. 

Please complete the following for minor children.

_____ I verify that  ___________________________________ has legal guardianship of the following minors: 

_________________________________________________________________________________________

Please ini  al:

_____ I agree to allow my sessions to be recorded for the purpose of clinical supervision

_____ I do not agree to allow my sessions to be recorded for the purpose of clinical supervision 

_________________________________________________________________________________________ 
Client/ Legal Guardian Signature        Date

_________________________________________________________________________________________ 
Teresa Heesacker, MASF, MCFC, LPC, RPT            Date

Teresa Heesacker Counseling
Teresa Heesacker, MASF, MCFC, LPC, RPT 

1308 E. First Street, Newberg, OR 97132 
503-503-610-3499
teresa@heesackercounseling.com
www.heesackercounseling.com
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