
	             Active Resilience Counseling 
         Confidentiality Agreement

Client Name: ______________________________ Date: ________________

Individual counseling is, by nature, a personal and private interaction between the counselor 
and client. Confidentiality is an essential part of our relationship with you and we’re 
committed to keeping your contact confidential.  

With few exceptions, no one can know you made an appointment, what was discussed in 
the session, or if you have plans to continue with counseling in the future. Confidential 
information is protected by federal and state law and we are professionally and ethically 
responsible to both the American Counseling Association as well as the Professional 
Licensure Board of the state of Georgia. No one outside our counseling staff can access your 
records without your written permission. You have access to your records at any time.  

Counselors are, however, obligated by law and ethics to report behaviors that indicate a 
student's welfare may be in jeopardy. Counselors are forthcoming about these limitations. 
 
The following are limitations to our ability to keep your information confidential: 

1. If you have given us information related to the safety or yourself or another person, we 
will do a risk assessment and may need to intervene. This may include calling the police 
or signing an involuntary hospitalization (1013). We will always include your in this 
conversation.  

2. If we have evidence that either child abuse (including physical assault or neglect, sexual 
abuse, or emotional abuse) or elder abuse is occurring, we are obligated to call DFCS. 
We will discuss these options with you before making the call or support you in making 
the call yourself.  

3. If we are subpoenaed by the court, we are legally responsible to provide records. We do 
our best to keep your information private and brief in our records to support your 
healing process and support your in any legal proceedings should they occur. We do not 
have legal training and will refer you to someone who does.  

Consultation with colleagues may occur, in order to determine the appropriate options for 
intervention/helpful strategies. Your name and personal identifying information will not be 
shared. Referrals for additional mental health counseling for other types of support or 
services may be recommended or made available upon request. 

If you have any concerns, please let us know.  

_____________________________________________________       _____________ 
Client Signature         Date 

_____________________________________________________       _____________ 
Guardian Signature         Date   
     
_____________________________________________________       _____________ 
Therapist Signature                                    Date
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