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Students in Counseling Therapy Compliance Form

l, (Therapist’s Name) [ OLL\G\ LQ/ Lalo OC«K\ confirm that
(Student’s name) QwAYALQ e has participated in
5 sess:on(s) with me

(number of sessions)

to fulfill the requirement of SF505, PPTFM.

Therapist Signature W WLAQJO;@Q\ (M W

AT

Student Consent Form

IﬁW/‘)/S//UQ @W give mck%zz\) \6 Lo\oock\ _LMkcpermission to

(Student Print Name & ID Number) (Therapist Print Name)

to release to Alliance Graduate School of Counseling (AGSC) and Alliance Theological Seminary the
following information regarding my participation in the “Students in Counseling” requirements in

compliance with HIPAA regulations.



