
 

 

 

Telebehavioral Health (Teletherapy) Informed Consent Form 

Teletherapy involves the use of electronic communications to allow licensed mental health 
professionals to offer psychotherapy. At this time, Teletherapy services with Willow Holistic 
Center, LLC are offered via videoconferencing and/or telephone. 

The client is solely responsible for obtaining any necessary equipment, accessories, or software 
to take part in telehealth sessions. When technical issues arise that prevent attendance as 
planned (examples: electrical outage, internet disconnection, etc.) clients are expected to attend by 
whatever means possible (example: resorting to a phone session). A certain degree of flexibility is 
expected of both therapist and client to make the most of Teletherapy treatment. 

Risks and Benefits: Teletherapy has its own unique risks and benefits and is not quite the same as 
meeting in person with a therapist in a traditional professional setting. 

Risks include but aren't limited to: unexpected technological failures during sessions; 
diminished nonverbal communication between counselor and client; increased burden on the client 
to ensure that sessions are private and undisrupted; and potential that stored data may be accessed by 
unauthorized entities or individuals. Being mindful of these risks, therapist and client will continue 
to evaluate the effectiveness of this form of therapy and discuss other treatment options when and if 
Teletherapy does not prove to meet the needs of the client. Notwithstanding best efforts to protect 
patient information, security protocols could fail, causing a breach of privacy of personal 
medical information. However, strong effort has been made to secure all medical records and 
protect confidentiality. Willow Holistic Center, LLC uses HIPAA compliant programs 
whenever possible. It is recommended that clients only use a WiFi network that is secure. (Public 
WiFi is discouraged.) 

Benefits include improved access to care for clients. Teletherapy allows for continued 
treatment despite client travel (within the state), periods of quarantine, or other health concerns. 
There is also benefit to meeting with your therapist from the comfort of your own home, both in 
terms of convenience and in terms of connecting therapeutic insight with your day-to-day living 
space. 

Records: Sessions shall not be recorded in any way. Your therapist will maintain a record of 
our session in the same way she maintains records of in-person sessions. Clients agree not to make 
any recordings of sessions. 

Fees: The same fee rates will apply for telepsychology as apply for in-person 
psychotherapy. Please contact your insurance company prior to our engaging in teletherapy 
sessions in order to determine whether these sessions will be covered. 
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Platforms: In order to provide efficient services to clients and ensure patient confidentiality, this 
office uses the HIPAA compliant videoconferencing platform Zoom.  We also rely on a HIPAA 
compliant email address using Hushmail. 

There are additional procedures that we need to have in place specific to Telehealth services. These 
are for your safety in case of an emergency and are as follows: 

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

I require an Emergency Contact Person (ECP) who I may contact on your behalf in a life-threatening 
emergency only. Please enter this person's name and contact information below. Either you or I 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 I determine necessary, the ECP agrees take you to a 
hospital. Your signature at the end of this document indicates that you understand I will only contact 
this individual in the extreme circumstances stated above.  

Your Designated ECP Name: ________________________________________________________  

Your ECP Number: ________________________________________________________________  

You agree to inform me of the address where you are at the beginning of every session. You agree to 
inform me of the nearest mental health hospital to your primary location that you prefer to go to in 
the event of a mental health emergency.  

Hospital Name & Phone : _____________________________________________________  

You agree to inform me of the nearest police department to your primary location that you prefer to 
go to in the event of an emergency.  

Police Department & Phone: __________________________________________________  

What YOU can do to make the most of your Telehealth Session: (Read this!) 

• Choose a location that is private and secure. 
• Do not multi-task during session. Silence all other devices and turn off work alerts. Be truly present 

for your session, be open to make meaningful connections, and you are likely to see quicker 
reduction of symptoms. 

• No one else should be in the room during your telehealth session. If you need someone to accompany 
or support you during session, please discuss this with your therapist in advance. Family members 
"chiming in" during session can undermine your autonomy and the focus of treatment. If there is a 
need for couple's therapy or family therapy to supplement treatment, please ask the therapist for a 
referral or explore other providers who specialize in these forms of therapy. 
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• If your home does not offer the quiet and privacy you need for session, it is acceptable to sit in your 
car if you feel safe and comfortable doing so. However, it is not acceptable to drive or operate a 
vehicle while attending therapy. 

All existing laws regarding access to your medical information and copies of your medical records apply to 
this Telehealth consultation. Additionally, dissemination of any information from this Telehealth interaction 
to other entities shall not occur without your written consent. 

By signing this form, I understand the following: 

I hereby give my informed consent for the use of teletherapy in treatment for myself with Carrie Sensenich, 
LCSW/Willow Holistic Center, LLC. I understand that sessions will not be recorded by my therapist and I 
agree to not record the session using audio or visual technology. I understand that I have the right to withhold 
or withdraw my consent to the use of teletherapy in the course of my care at any time, without affecting my 
right to future care or treatment. 

 

Confirmation of Agreement: 

 
Client Name: _____________________________________________________________________  

Client Signature: ____________________________________________ Date: _________________  

 

 


