Aspire Counseling and Clinical Consultation, PLLC
Acknowledgment of Privacy Practices

Please sign and provide the date below to acknowledge that you are aware that a copy of the Privacy Practices is available at www.aspiring2.com.  Please note that it is the client’s responsibility to familiarize themselves with this document and to ask for clarification or explanation from this therapist if needed. A paper copy of the Privacy Practices is also available from this therapist at your request.
Client Signature:________________________ Date: _____________

If client is under the age of 18 years old:

Parent/Guardian Signature:________________________ Date: _____________

