
Client Consent Form: Offsite Supervision

As an _________ (AMFT, ASW, APCC) I am required to get supervision from a licensed provider, whom reviews 
my work and provides feedback. I have a primary supervisor at _______ (agency, employer, organization) who 
reviews and advises the legal and ethical concerns for my cases. Outside of the supervision on site, I have contracted 
an additional clinical consultant, Dr. Allison Brownlee, LMFT 89484 to assist me with overall case 
conceptualization, interventions, and other techniques from an attachment/family systems perspective.  Because Dr. 
Brownlee is not employed with the agency, I am mandated to get consent from my clients, in order to share any 
details of our work together, with Dr. Brownlee.  This release of information allows me to discuss our work together, 
with Dr. Brownlee in order to receive additional support that is intended to improve the quality of our work together. 
You may revoke this release at any time. 

I, _________________________ (Name of Client), understand that my therapist  
__________________________________ (name and credentials), will seek consultation from Dr. Allison Brownlee, 
LMFT 89484. I understand that my confidential information will be exchanged in order to assist in the therapeutic 
process and all information exchanged will be done in a professional manner, upholding the standards of privacy and 
respect for the therapeutic relationship. I am allowing my therapist to share my information with their individual 
supervisor and in a group consultation setting. I understand that my therapist may be transporting video of my 
sessions and other information about my case (ex. notes). I understand that my therapist is mandated to adhere to 
HIPPA guidelines and house files and other confidential information in a locked box when taking any information 
off site. 

I ____________________  (client name) agree to allow _____________ (name of therapist) to exchange my 
confidential information in individual and group consultation with Dr. Allison Brownlee, LMFT 89484. I understand 
that I can revoke this release any time and contact Dr. Allison Brownlee, should I have any concerns about my 
therapist’s ability to maintain my confidentiality, transport files and information safely and exchange information for 
the sole purpose of supporting my growth. I understand that I should obtain a copy of this release of information and 
maintain for my records. 

Dr. Allison Brownlee can be reached at: 858-774-0083 or allison@allisonbrownleetherapy.com 

Dr. Brownlee will also receive a copy of this release of information and will keep on file, should you have any 
questions or comments this release will need to be active in order for Dr. Brownlee to speak with you. 

_______________________________________________________________________ 

Client name and signature Date

________________________________________________________________________ 

Therapist name and signature Date 

________________________________________________________________________
Dr. Allison Brownlee, LMFT 89484 Date 


