Consent to Record

Name of Therapist or Intern:

Name of Client:

Print Name of Person Signing Form:

| hereby give permission for the therapist or intern named above to record audio or
video sessions for the purpose of assessing the counseling skills of the therapist/intern
in supervision.

Client (or Guardian) signature Date

Our mission is to /arow'ﬁ[e /aroﬁm’ona/ coume/inq ﬁom a Christian perspective fo éﬂ'nq about ﬁea/inq to individuals, cou/a/e;, and | fami/ie; in the greater Charlotts area

]
PHONE 704-849-0144 MAIN OFFICE: MYERS PARK OFFICE: HUNTERSVILLE OFFICE:
EMAIL office@ncagape.org 2124 Crown Centre Drive- Suite 400 522 Moravian Lane 10224 Hickorywood Hill Avenue—Suite 201
WEB  www.agapechristiancounseling.org Charlotte, NC 28227 Charlotte, NC 28207 Huntersville, NC 28078
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