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1. | understand that my health care provider wishes me to engage in a telehealth
consultation.

2. My health care provider explained to me how the video conferencing technology that
will be used to affect such a consultation will not be the same as a direct client/health
care provider visit due to the fact that | will not be in the same room as my provider.

3. | understand that a telehealth consultation has potential benefits including easier
access to care and the convenience of meeting from a location of my choosing.

4. | understand there are potential risks to this technology, including interruptions,
unauthorized access, and technical difficulties. | understand that my health care
provider or | can discontinue the telehealth consult/visit if it is felt that the
videoconferencing connections are not adequate for the situation.

5. lhave had a direct conversation with my provider, during which | had the opportunity
to ask questions in regard to this procedure. My questions have been answered and
the risks, benefits and any practical alternatives have been discussed with me in a
language in which | understand.

CONSENT TO USE THE TELEHEALTH BY SIMPLEPRACTICE SERVICE

Telehealth by SimplePractice is the technology service we will use to conduct telehealth
videoconferencing appointments. Itis simple to use and there are no passwords required to
log in. By signing this document, | acknowledge:

6. Telehealth by SimplePractice is NOT an Emergency Service and in the event of an
emergency, | will use a phone to call 911.

Though my provider and | may be in direct, virtual contact through the Telehealth Service,
neither SimplePractice nor the Telehealth Service provides any medical or healthcare
services or advice including, but not limited to, emergency or urgent medical services.The
Telehealth by SimplePractice Service facilitates videoconferencing and is not responsible
for the delivery of any healthcare, medical advice or care.



7. ldonotassume that my provider has access to any or all of the technical information
in the Telehealth by SimplePractice Service — or that such information is current,
accurate or up-to-date. | will not rely on my health care provider to have any of this
information in the Telehealth by SimplePractice Service.

8. To maintain confidentiality, | will not share my telehealth appointment link with
anyone unauthorized to attend the appointment.

Limitations of TeleMental Health Therapy Services

TeleMental Health services may have some limitations. Primarily, there is a risk of
misunderstanding one another when communication lacks visual or auditory cues. For
example, if video quality is lacking for some reason, | might not see a tear in your eye. Or, if
audio quality is lacking, | might not hear the crack in your voice that | could easily pick up if
you were in my office.

There may also be a disruption to the service (e.g., phone gets cut off or video drops). This
can be frustrating and interrupt the normal flow of personalinteraction.

Please know that | have the utmost respect and positive regard for you and your wellbeing. |
would never do or say anything intentionally to hurt you in any way, and | strongly encourage
you to let me know if something I've done or said has upset you. | invite you to keep our
communication open at all times to reduce any possible harm.

In Case of Emergency for TeleMental Health Services

For TeleMental Health treatment, there are additional procedures that we need to have in
place specific to TeleMental health services. These are for your safety in case of an
emergency and are as follows:

e You understand that if you are having suicidal or homicidal thoughts, experiencing
psychotic symptoms, or in a crisis that we cannot solve remotely, | may determine
that you need a higher level of care and TeleMental Health services are not
appropriate.

e | require an Emergency Contact Person (ECP) who | may contact on your behalfin a
life-threatening emergency only. Either you or | will verify that your ECP is willing and
able to go to your location in the event of an emergency. Additionally, if either you,
your ECP, or we determine necessary, the ECP agrees take you to a hospital. Your
signature at the end of this document indicates that you understand we will only
contact this individual in the extreme circumstances stated above. Please complete
the Emergency Contact Form with the authorized emergency personnel(s).



Please complete the Emergency Contact Form with the authorized emergency
person(s) you’ve selected.

In Case of Technology Failure

During a TeleMental Health session, we could encounter a technological failure. The most
reliable backup plan is to contact one another via telephone. Please make sure you have a
phone with you, and | have that phone number. If we get disconnected from a video
conferencing or chat session, end and restart the session. If we are unable to reconnect
within ten minutes, please send me a portal message if you can and | will call you.

If we are on a phone session and we get disconnected, please call me back or contact me
to schedule another session. If the issue is due to my phone service, and we are not able to
reconnect, | will not charge you for that session.

In summary, technology is constantly changing, and there are implications to all of the
above that we may not realize at this time. Feel free to ask questions, and please know that
| am open to any feelings or thoughts you have about these and other modalities of
communication and treatment.

By signing this form, | certify:

e That| have read or had this form read and/or had this form explained to me.

e That | fully understand its contents including the risks and benefits of the
procedure(s).

* That | have been given ample opportunity to ask questions and answered to my
satisfaction.

BY SIGNING BELOW | AM AGREEING THAT | HAVE READ, UNDERSTOOD AND AGREE TO
THE ITEMS CONTAINED IN THIS DOCUMENT

Client Name (Please Print) Date

Client Signature

If Applicable:




Parent’s or Legal Guardian’s Name (Please Print) Date

Parent’s or Legal Guardian’s Signature

The signature of the Therapist below indicates that they have discussed this form with you and has answered
any questions you have regarding this information.

Therapist’s Signature Date



