Coastal Behavior Health Services, Inc.

P.O. Box 58424

Fayetteville, North Carolina 28305

(910) 484-8869


Statement of Agreement Regarding Confidentiality

I, ________________________________, a Foster Parent of Coastal Behavior Health Services, Inc. acknowledge that policies related to confidentiality have been provided and explained to me. I understand that information about clients and their families will be shared with me for the purpose of providing therapeutic foster care services. I also understand that this information is shared with others only when there is a need to know and when there is a written working agreement between agencies, or a specific signed release for information has been executed. I also understand that this information cannot be shared with individuals and/or agencies that have no direct need for the information. I further understand that my employment can be terminated if I violate the agency's confidentiality policy. 

________________________________



_________________

Foster Parent
 I






Date

________________________________



_________________

Foster Parent II






Date

________________________________



_________________

Executive Director or Designee




Date

