Coastal Behavior Health Services, Inc.


CONSENT FORM

VIDEOTAPING AND PHOTOGRAPHING 

I hereby authorize Coastal Behavior Health Services, Inc. to MAKE and USE  the following of __________________________
(check all boxes consumer authorizes by this consent)


           (client’s name)
 FORMCHECKBOX 
  Audio-Visual recordings 
 
 FORMCHECKBOX 
  Photograph of my image

The agency will use these recordings for the purpose of identification, promotional and public awareness.




          

I understand that this authorization will be time-limited until discharge from the program and that I have the right to change or revoke this consent at any time.

OR

I decline authorization of  audio-visual recordings and photographic imaging of 

_____________________________         ________

  (client’s name)




   initial here
_______________________________________________


Client signature (required if age 12 or older)

_______________________________________________

Date

_______________________________________________

Parent, guardian or legal custodian signature

_______________________________________________

Date
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