Thrive Mental Health Services 106 Mission Ct., Ste 102B, Franklin, TN 37067

CLIENT AUTHORIZATION ALLOWING VISITOR IN THERAPY SESSION

Client First Name Last Name Todays Date

M/DIY

I understand Thrive Mental Health Services is committed to protecting the privacy, security and confidentiality of my personal and
mental health information. | hereby authorize the therapist to allow the visitor specified below to attend my therapy session/s on the
date/s and time/s indicated.

Visitor Full Name:

Therapy Session Date: Time:
Therapy Session Date: Time:
Therapy Session Date: Time:
Therapy Session Date: Time:
Therapy Session Date: Time:
Therapy Session Date: Time:
Therapy Session Date: Time:
Therapy Session Date: Time:

I understand that this authorization is only valid for the therapy session/s and time/s specified above.

e | understand that | may revoke my authorization at any time, by notifying Thrive Mental Health Services in writing at the
address above, except to the extent that action has already been taken based upon this authorization.

e | understand that allowing a visitor to attend my therapy session/s may compromise my confidentiality.

e | understand that my therapist will use his / her clinical discretion and reasoning in sharing any confidential or sensitive
information during the therapy session.

e | understand that unless specified in writing, this authorization does not permit the therapist to discuss any confidential
information with the visitor after the session.

e | understand that if I do not specifically stop my therapist from sharing information on a particular topic, then |
have consented for him / her to share my information.

o | release Thrive Mental Health Services from any liability resulting in the visitor joining my therapy session/s.
e | understand that a photocopy of this authorization is as valid as the original.

e | understand | have the right to a copy of the signed authorization.
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I have clarified with my mental health provider that the following topics SHOULD NOT be mentioned during the time that the visitor

is present in my therapy session/s:

| certify that | have read, understood and fully accept the terms within this authorization, and that the information it contains
is accurate and consistent with my directions. | also certify that | have had the opportunity to ask questions and sign this
authorization voluntarily.

Signature of Client: Date:
M/D/Y
Printed Name:
Signature of Personal Representative Date:
M/D/Y
Printed Name: Relationship to Client: Parent
*Legal guardian
*Other

*provide documentation supporting your legal authority to act on behalf of the client.
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