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In-Person Therapy Guidelines during COVID-19 

 
I, (full names): ______________________ DOB: ____________________ hereby 
consent to the continued in-person therapy sessions with my Arts Therapist, 
(THERAPISTS NAME) (BHF practice number: ______________): during the COVID-19 
pandemic and resulting government lockdown protocols as per the Government 
regulations, as gazetted, (“Government Regulations”) 
 
In light of the ongoing health crisis, I agree, as directed by Government Regulations to 
take certain precautions prior to and/or during my in-person therapy sessions to 
minimize and/or prevent the spread of the COVID-19 virus including, but not limited to, 
the washing of hands with soap or sanitizer, the wearing of protective clothing such as a 
face mask, and doing what is reasonably and necessarily required to adhere to safety 
protocols and/or requirements as detailed in the Government Regulations. 
 
I acknowledge that (THERAPISTS NAME) and her Arts Therapy practice have taken all 
the necessary precautions in minimizing my exposure to the COVID-19 virus by 
following protocols and requirements as set out fully in the Government Regulations, 
however, I understand and accept that by attending in-person therapy, there remains a 
risk of exposure to the COVID-19 virus during and/or after my in-person therapy 
session/s.  

 
I accept the risk associated with attending in-person Art Therapy sessions during the 
COVID-19 pandemic and I hereby indemnify (THERAPISTS NAME), his/her 
psychotherapy practice, and any and all third parties associated with her practice against 
any and all liability arising in the event that I am exposed to, suspect to have been 
exposed to, contract or otherwise suspect to have contracted COVID-19 during or after 
my in-person therapy session/s.  
 
I _______________________ have read and understand the information provided 
above. 

 

Signature of person attending therapy:________________________________________ 

OR Signature of Guardian (if a minor): _______________________________________ 

Date Signed: ___________________________________________________________ 
 
Signature of Therapist: ___________________________________________________ 
 
 

The information provided above will be kepy strictly confidential 


