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STATE
Building for Our Next Century Consent for Diagnostic/Treatment Services (Part 1)
Client’s Name: Client’s DOB:

Parent/Guardian’s Name (if client is a minor):

I, , HEREBY AUTHORIZE Valdosta State University Speech
and Hearing Clinic audiologists, speech-language pathologlsts or students under the direct supervision of audiologists or
speech-language pathologists, to conduct requested services at the Valdosta State University Speech and Hearing Clinic. |
understand that any evaluation and treatment will be completed by a licensed and certified audiologist or speech-language
pathologist or by a student under direct supervision.

| agree that for training and research purposes, therapy or evaluation sessions may be observed by supervisors, faculty,
and student clinicians. 1 agree that sessions may be photographed, audio-recorded, videotaped or stored in an
electronic format, and recordings of sessions may be used for training, supervision, research, or for educational
purposes in professional settings. | also authorize the use of clinical case discussion and review of records for
professional and/or teaching purposes. | agree that all information will be held in the strictest confidence legally possible.
I understand my clinician must be in compliance with child abuse reporting laws and court mandated rulings regarding
release of confidential information.

= AUTHORIZATION FOR CONSENT: | fully understand and accept the terms of this Consent for Diagnostic and
Treatment Services.

Date

Signature of Client (representative or parent/guardian if a minor)

Authority of Representative to Act on Behalf of Client

=  AUTHORIZATION FOR DATA COLLECTION: | agree to allow testing or treatment data to be included in the
ongoing pool of clinic research data, understanding that this material will not contain any identifying data, but
rather that all data will be coded by consecutive subject number.

Date

Signature of Client (representative or parent/guardian if a minor)

Authority of Representative to Act on Behalf of Client

= ACKNOWLEDGEMENT OF PRIVACY NOTICE: | acknowledge that I have received The Speech and Hearing Clinic
Notice of Health Information Privacy Practices.

Date

Signature of Client (representative or parent/guardian if a minor)

Authority of Representative to Act on Behalf of Client

See reverse side for continued consent form Revised May 2013



Consent for Food (Part 2)

= AUTHORIZATION TO DISTRIBUTE FOOD: 1 agree to allow Valdosta State University Speech and Hearing
Clinic to distribute foods/beverages during therapy and/or diagnostic sessions.
= EXCLUSIONS: (INCLUDE ANY FOODS ALLERGIES,ECT)

Date

Signature of Client (representative or parent/guardian if a minor)

Authority of Representative to Act on Behalf of Client
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