
 

 

 

 

 

 

 

 

 

 
 

 
Communication Disorders Clinic - Confidentiality of Records Form 

 
I understand that information pertaining to my consultation will be treated as 
confidential, subject to the following limitations: 
 

A. My clinician may discuss relevant features of my clinical session with his or 
her supervisor, to assist in the treatment process. 

 
B. Because all records may be subject to legal process and/or applicable law, no 

assurance as to the confidentiality in those situations is made. 
 

 
 

My signature below indicates my acceptance of the above conditions. 
 
 
I represent that I am eighteen (18) years of age or older. 
 
 

 
 
 
_________________________________   _____________________________________ 
Name of Client      Signature of Client 
 

 
 
 
 
______________________________________________   ___________________________________________________ 
Date       If needed, Signature of Parent/Guardian 

 
 

Communication Sciences 
and Disorders 

College of Education 
P.O. Box 3091 

777 Glades Road 
Boca Raton, FL 33431-0991 

  
Department: 561-297-6074 

Clinic: 561-297-2258 

FAX: 561-297-2268 


