
  

  

Teletherapy Informed Consent Form 

I                                                                                    (print name of client) hereby consent to engage in teletherapy with 

my mental health provider at Compass Counseling and Psychological Services. I understand that “teletherapy” 

includes consultation, treatment, and education using an interactive platform with both audio and video. I 

understand that I have the following rights with respect to teletherapy:  

If signed by a guardian or authorized representative, please provide legal documentation that proves such 
authority under state law (i.e. Power of Attorney, Living Will, or Guardianship papers, etc.) 

Signature 

Signature  of Client, Parent, Guardian or Authorized Representative Date: 

1. I have the right to withhold or withdraw consent at any time without affecting my right to future care or 

treatment.  

2. The laws that protect the confidentiality of my medical information also apply to teletherapy. As such, the 

mandatory and permissive exceptions to confidentiality, (i.e. reporting suspected abuse) also apply.  

3. I understand that there are risks and consequences from teletherapy, including, but not limited to, the 

possibility, despite reasonable efforts on the part of my psychologist, that the transmission of my 

information could be disrupted or distorted by technical failures and/or could be interrupted by 

unauthorized persons.  

4. In addition, I understand that teletherapy-based services and care may not be as complete as face-to-face 

services. My psychologist may determine another form of therapeutic services (e.g. face-to-face sessions) 

would be more appropriate for my care and will discuss alternatives with me if needed.  

5. I understand that I may benefit from teletherapy, but that results cannot be guaranteed. I may request a 

referral to another provider at any time during my treatment.  

6. I accept that crisis situations are not appropriate for teletherapy. During our first session, my provider and I 

will discuss an emergency response plan. If I am experiencing a crisis such as having suicidal thoughts or 

making plans to harm myself, I understand that I can call 911 or proceed to the nearest hospital emergency 

room for help. I can also call the National Suicide Prevention Lifeline at 1.800.273.TALK (8255) or Louisville 

area Hope Now Crisis Response Hotline at 502.589.4313 for free 24 hour hotline support.  

7. I understand that I am responsible for (1) providing the necessary computer/tablet and internet access for 

my teletherapy sessions, (2) the information security on my computer, and (3) arranging a location with 

sufficient lighting and privacy that is free from distractions for my teletherapy session.  

8. I understand that I will be responsible for any portion of the billed amount that is not covered by my 

insurance. Any copay, coinsurance, or fee for a teletherapy session must be paid prior to the beginning of 

the session. This may be paid by phone with a credit card by calling the office. If not paid prior to the 

session, I understand the session will be canceled and I will be responsible for a cancellation fee. Should I 

not attend a scheduled teletherapy session, I will be billed the no-show fee.  

Client’s Printed name 
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