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INFORMED CONSENTCHECKLISTFOR TELE-THERAPEUTIC including VIDEO-CONFERENCING SERVICES.
As the pandemic continues as well as the importance for the continuity of therapy and assessment
services, please sign below your consent and agreement to participate in these services:

Patient Name:
Iunderstand and consent to the following: Tele-therapy is a form of mental health services provided by telephone
and/or internet technology. These services are provided by technology (including but not limited to video, phone,
text, and email) and may or may not involve direct, face to face communication. Tele-therapy has the same
purpose or intention as therapy or assessments that are conducted in person.

Tele-therapeutic services has potential benefits (continuity of treatment, safer than an office visit, no

travel time) and risks (limits of confidentiality, technology issues including interruptions, unauthorized

access, and technical difficulties, and lack of a deeper personal interaction) than in-person sessions.

Confidentiality still applies for tele-therapeutic services, and the sessions will not be recorded.

I agree to use the tele-therapy platform selected for our virtual sessions and I understand that I may need

to use a webcam or smartphone during the session.

lunderstand that It is important to be in a quiet, private space during the sessions.

l understand that it is important to use secure internet connection rather than public/free Wi-Fi.

Iunderstand to be prompt and ready for the sessions. IfI need to cancel or change my tele-therapy, I will

notify the therapist at least 24 hours in advance by phone or email to avoid financial charges. I

understand that I am under no obligation to use tele-therapy. I may decline this service at any time

without jeopardizing my access to future care, services, and benefits.

I understand that it is important to have a back-up plan (e.g., phone number where I can be reached) to

restart the session or to reschedule it, in the event of technical problems.

Iunderstand that due to the nature of tele-therapy, we need a safety plan that includes at least one

emergency contact & the closest Emergency Room, in the event of a crisis situation.

•

lunderstand that in the event of an emergency, this office is authorized to contact:

Name, phone, email

Closest EmergencyRoom

Patient's Signature:

Ifa Minor/Patient's Legal Representative:

Date:
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