I understand that | am agreeing to
Visitor First Name Visitor Last Name

attend a therapy session in support of

Client First & Last Name
e | understand that the information discussed in the session/s between the client and therapist is Privileged
and Confidential Health Information.

o | agree that all statements, documents and information shared during the therapy session/s will become part
of the client’s Protected Health Information.

e | understand that I am attending in a support capacity and my attendance does not constitute the
establishment of a therapeutic relationship.

e | understand that I am being allowed to attend the session/s upon the authorization of the client.

e | understand that I am prohibited from discussing or disclosing in any manner, the information with any
other party without additional consent or authorization from the client.

e | understand that the client may revoke their authorization allowing me to attended the specified therapy
session/s, by notifying Thrive Mental Health Services in writing, except to the extent that action has
already been taken based upon the authorization.

e | understand that unauthorized disclosure or failure to maintain the confidentiality of the client’s
information could subject me to penalties under Federal law.

| certify that | have read, understood and fully accept the terms of the visitor consent and confidentiality
statement.

Signature of Visitor: Date:

M/D/Y

Visitor Printed Name:

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



