
 

 

 
 

CONSENT FOR TELEHEALTH SERVICES 
 

My signature below indicates that I have read and understand the following: 
 

• Telehealth involves the use of electronic communications to enable professionals to 
connect with individuals via HIPPA compliant video and audio technology to 
provide psychological services. 

• Telehealth services have potential benefits, including easier access to care and the 
convenience of receiving services from a private location of my choosing.  

• There are potential risks to using telehealth, including interruptions, unauthorized 
access, and technical difficulties.  

• If I am the parent, legal guardian, or caregiver of a minor child receiving telehealth 
services, I will be in the same building as the minor while receiving telehealth 
services and will need to be available by phone during the entire session.  

• My healthcare provider or I can discontinue telehealth services if it is felt that the 
video conferencing connections are not adequate for the situation.  

• To maintain confidentiality, I will not share, or allow my child to share, my 
telehealth appointment link with anyone unauthorized to attend the appointment.  

• My child and/or I have had a direct conversation with my healthcare provider, 
during which I had the opportunity to ask questions regarding the procedures and 
details of telehealth services.  

• My questions, and/or my child’s questions have been answered and the risks, 
benefits, and any practical alternatives have been discussed with me in a way that I 
understand.  

• I understand that telehealth is not an emergency service. In the case of an 
emergency, I will use a phone to call 911.  

• I agree to receive psychological services (for myself or my child) via remote means, 

commonly referred to as telehealth.  

 

Client name (print): _____________________________________________________ 

Responsible Person Name: _____________________________________________ 

Responsible Person Signature: _____________________________________________ Date: ________________ 

Service Provider’s Initials*_________ 

*Initials indicate that issues of informed consent were verbally reviewed with the client 

and that client questions were solicited and answered. 

 
 


