
A L L I A N C E

UNIVERSITY
Counseling Services

Alliance Universi ty Counseling Services

S t u d e n t s in Counsel ing Therapy C o m p l i a n c e F o r m

|, (Therapist?s Name) L e g C a d e t conf i rm tha t

(Student?s name) W c O m T e e l k h a m has part ic ipated in

b session(s) w i t h me

(number o f sessions)

t o fu l f i l l t he requ i rement o f SF505, PPTFM.

Therapist Signature

Date 4 / 3 1 2 3

S t u d e n t Consent Form

i OQ T e h a m g i v e l e a ( a d e t permission to

7 q Gt

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

t o release t o Al l iance Graduate School of Counsel ing (AGSC) and Al l iance Theolog ica l Seminary the

f o l l o w i n g i n f o r m a t i o n regard ing m y par t i c ipa t ion in t h e ?Students in Counsel ing? requ i r emen ts in

comp l i ance w i t h HIPAA regulat ions.


