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PERMISSION TO OBSERVE AND RECORD:  The Rees Clinic at Cal State East Bay is both a 
teaching and clinical service facility, serving the training needs of students preparing for careers in 
Speech-Language Pathology by providing evaluations and therapy services for individuals with 
speech, language or hearing disorders. Evaluations and therapy performed by student clinicians 
must be observed by clinical faculty/staff of the department. In additi 

 

 I agree to permit observation and recording of my evaluation and/or therapy sessions by clinical 
faculty/staff, students, or others in the professional training program of the Clinic.  OR 

 I do not agree to permit observation and recording of my evaluation and/or therapy sessions by 
clinical faculty/staff, students, or others in the professional training program of the Clinic. I 
understand this means I will not be able to receive an evaluation or therapy at this Clinic. 

 
 I agree to the additional use of audio and/or video recording of my evaluation and/or therapy 

sessions for educational purposes.   OR 

 I do not agree to the additional use of audio and/or video recording of my evaluation and/or 
therapy sessions for educational purposes. I understand I will still be able to receive speech 
therapy.  

 
ATTENDANCE POLICY:  Regular, punctual attendance by clients is essential to fully benefit from 
speech-


	I agree to permit observation and recording of my evaluation andor therapy sessions by clinical: Off
	I do not agree to permit observation and recording of my evaluation andor therapy sessions by: Off
	I agree to the additional use of audio andor video recording of my evaluation andor therapy: Off
	I do not agree to the additional use of audio andor video recording of my evaluation andor: Off
	I understand the attendance policy as stated: Off
	I acknowledge that I was provided information about the Rees Clinic PHI policy: Off
	Name of Client: 
	Legal relationship to client OR: 
	Client: Off
	Date: 


