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INFORMED CONSENT FOR TELEHEALTH PSYCHOLOGICAL SERVICES

Prior to starting telehealth services, the following will be discussed and agreed upon as follows:

(1) Confidentiality: The provider will use a telehealth platform that is password-protected, encrypted, HIPAA compliant, secure, confidential, and private to conduct psychological services.  The recipient of services, or client, at the time services are provided will be located in a space that is private without intrusion or interruption.
(2) The location of the client will be established at the beginning of each session. The provider is licensed to provide services for clients located in the State of Connecticut and certified to provide telehealth services for clients located in all states and provinces who participate in PSYPact (https://www.psypact.org). Clients are requested to notify the provider in advance, therefore, if they expect to be located outside the State of Connecticut when services will be provided.
(3) Services will not be recorded without the prior consent of the client.

(4) The client should have a computer with a webcam or camera or a telephonic device that may be used for telehealth sessions.

(5) If there is a communication breakdown, the client will wait two minutes and then try to reconnect through the same telehealth platform and if it fails again will call the provider on his phone to re-establish a transmittance connection, at which time it will be decided whether the session may be continued. 

(6)  If during a session the client is in a crisis situation and there is a disconnection, they are instructed to call 911 or go to the nearest emergency room. The client is also requested to provide an emergency contact person for which an authorization for release of confidential information is attached.
(7) Client agrees to pay for telehealth sessions at the same rate as those conducted in person. In instances when a client’s insurance carrier does not cover the cost of services according to their insurance policy, the client will be responsible for the cost of the session according to the agreement, “Informed Consent to Provide Psychological Services,”
signed by the client.
Client name: ________________________________________________________

Date:_______________________________________________________________

Emergency contact name and phone number______________________________

Relationship to client:_________________________________________________

