
	
  
 

PATIENT CONFIDENTIALITY AGREEMENT 
 
Dear Patient: 
 
BrightView is a confidential counseling service. BrightView is bound by State and Federal laws of 
confidentiality of both mental health and substance abuse services. Once an appointment is made, no 
information can be disclosed to anyone without your written permission on a Release of Information 
Form. When you come to your first appointment, the policy on confidentiality and your rights as a patient 
will be discussed in detail. 
 
What this means for you: 
 
BrightView will not share your information with a third-party without your written consent.  BrightView 
staff will work diligently to protect information provided in counseling sessions.   
 
However, there are certain limitations to confidentiality.  Please note the following exceptions to 
confidentiality: 
 

• Confidentiality does not apply to cases of reported or suspected abuse/neglect of children or 
the elderly 

• Confidentiality does not apply to cases of potential harm to self or others 
• In cases of medical emergency, information may be shared with medical personnel 
• On rare occasions, there will be a request by a court for your records.  BrightView may be 

required to share that information.  BrightView will make an effort to discuss with you any 
instances where your confidentiality may be breached. BrightView will make an effort to 
share only information which is deemed legally necessary. 

• Information must be shared with your insurance provider, should you choose to use 
insurance.  This information may be seen by various employees of the insurance provider.  
There is also potential that certain members of your employer may see this information. 

 
Your Responsibility: 
 
It is also your responsibility to protect the confidentiality of other patients.  Do not discuss other patients 
(names, diagnoses, etc.) outside of group therapy sessions.  In order to protect your confidentiality, all 
patients must agree to honor this policy as well.  If you are found to have breached this confidentiality 
policy, you may be discharged from the program. 
 
By signing this form, you acknowledge that there may be instances where BrightView must share your 
confidential information and you recognize that you are responsible for helping maintain the 
confidentiality of other patients.  Discussing other patients outside of the group sessions may result in 
your termination from the program. 
 
Patient Name: ____________________________________________________ 
 
Patient Signature __________________________________________________   Date: ____________ 


