CONFIDENTIALITY AGREEMENT

I, ______________________________________, agree as a
	___STAFF MEMBER ___VOLUNTEER ___STUDENT INTERN
to follow the Confidentiality Policy of ________________________ (program), a copy of which has been given to me today.
I will treat victim/survivors and their concerns with respect and confidentiality.
I will not disclose any personally identifying information provided to me directly or indirectly from or regarding a survivor receiving services at CSAP by a victim/survivor or disclosed to me in confidence by anyone associated with the program, without the prior written informed consent of the survivor, except:
· If the victim/survivor discloses to me any information that I would be required to disclose in my role as a mandated reporter of abuse or neglect of minor clients and vulnerable adult clients.  
· If ordered to release information by a court of appropriate jurisdiction.
I agree that my duty to maintain confidentiality continues beyond any termination of my relationship with the program and/or termination of services by a client and I shall never disclose any confidential communication except pursuant to the program’s procedure and Washington law.  I agree to immediately contact the________________ (program) if I receive a request to disclose confidential communications of a program client.
I have received and understand the program’s Confidentiality Policy.  I understand that a failure to maintain confidentiality will result in sanctions which may include my termination from employment or association with the program.
Signed by:      ______________________		Date: ____________
		
Witnessed by: ______________________		Date: ____________

