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This Client Consent for Recording is made between Mind & Body Wellness Center and the undersigned Client for the purpose of obtaining authorization to audio and/or video record clinical consultations.
1. Purpose of Recording
The Client understands and agrees that the Provider may record the consultation for one or more of the following purposes:
· Clinical documentation and accuracy
· Treatment planning and review
· Quality assurance
· Provider training and supervision (internal use only)
The Provider will not use recordings for any purpose not listed above without obtaining additional written consent.
2. Nature of Information Being Recorded
The Client understands that recordings may include:
· Verbal communication
· Visual appearance, gestures, or expressions (if video)
· Protected Health Information (PHI), including symptoms, diagnoses, treatment discussions, and medical history
Recordings are considered part of the Client’s confidential health record and are protected under the Health Insurance Portability and Accountability Act (HIPAA).
3. Storage, Security & HIPAA Compliance Provider agrees to:
· Store all recordings securely in encrypted, password-protected systems
· Restrict access to authorized Provider personnel only
· Use recordings solely for the purposes listed in this Consent
· Comply fully with HIPAA and all applicable federal and state privacy laws
Recordings will not be shared, transmitted, or disclosed outside the Provider’s internal care and operations without the Client’s additional written authorization.
4. Client Rights
The Client understands that:
· Signing this Consent is voluntary
· Refusal to sign will not affect their ability to receive care or services
· They may revoke this Consent at any time by submitting written notice to Provider
The Client may request to review or obtain copies of recordings consistent with HIPAA regulations.
6. Consent & Authorization
By signing below, the Client acknowledges that they:
· Have read and understood this Consent
· Understand the purpose and use of the recording
· Understand their rights under HIPAA
· Authorize the Provider to record the consultation as described
Client Information & Signature
Client Name: ______________________________________________
Client Signature: ___________________________________________
Date: ______________________
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