TEXAS TECH UNIVERSITY HEALTH SCIENCES CENTER
PSYCHIATRY OUTPATIENT CLINIC/SWIAD
CONFIDENTIALITY AGREEMENT

Confidentiality is an essential part of our treatment philosophy.  We, therefore, ask you to sign an agreement that you will adhere to our confidentiality policy by not disclosing any information about any patient or other visitors that you may see/meet in the clinic.
I, ___________________________________________, HEREBY AGREE TO ABIDE BY THE CONFIDENTIALITY POLICY OF THE PSYCHIATRY OUTPATIENT CLINIC.


Patient’s Signature


Date


Parent’s Signature (if minor)

Witness Signature

