
Telehealth Client Consent Form

A teletherapy/telehealth service is a therapy service, including consultation, diagnosis and treatment, delivered via video conferencing platforms or phone. Teletherapy is provided via internet technology, which can include consultation, treatment, transfer of medical data, emails, telephone conversations and/or education using interactive audio, video, or data communications. I also understand that teletherapy involves the communication of my medical/mental health information, both orally and/or visually. 
Teletherapy has the same purpose or intention as psychotherapy or psychological treatment sessions that are conducted in person. However, due to the nature of the technology used, I understand that teletherapy may be experienced somewhat differently than face-to-face treatment sessions.
Please read the following statements carefully in order to provide your informed consent for undertaking telehealth consultations with your healthcare provider at Practice Name.

[bookmark: _dgc8ok3bg7g2]Telehealth Consultation Consent
1. I understand that my healthcare provider wishes me to engage in a telehealth consultation.
2. I understand that the laws that protect my privacy and the confidentiality of my medical information also apply to telehealth.
3. I understand that my healthcare provider has chosen a telehealth software platform which meets the recommended standards to protect the privacy and security of the consultation.
4. I understand that there are potential risks and consequences of participating in telehealth consultations, including interruptions, unauthorised access and technical difficulties.
5. I understand that my healthcare provider or I can discontinue the consultation if it is felt that the quality of the session is compromised due to issues such as interruptions and connection issues.
6. I understand that I have the right to withhold or withdraw my consent at any time, even during the telehealth consultation, without affecting my right to future care.
7. I understand that telehealth consultations will not be exactly the same as a direct visit due to the fact that I will not be in the same room as my healthcare provider.
8. I understand that my healthcare provider will NOT record our telehealth consultation. I also understand that I may have the ability to record the session from my end, in which case I will assume the responsibility of securing and protecting the recording.
9. I understand that I can ask my healthcare provider questions about the telehealth procedures prior to the consultation.
10. I understand that telehealth consultations do not provide emergency services. If I am experiencing an emergency, I understand that I can call the National Suicide Prevention Lifeline at 1.800.273.TALK (8255) for free 24 hour hot-line support for crisis and suicide support.
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I, the undersigned, have read and understood this Telehealth Client Consent Form. I agree to the above conditions for the telehealth service provided by Practice Name.
	Client Name:
	
	Date:
	



	Client Signature:
	



If client is under 18 years of age: 
I affirm that I am the legal guardian of _________________________ (name of child). I have read and understood this Telehealth Client Consent Form, and agree to the above conditions for the telehealth service provided by Practice Name for my child.
	Parent/Guardian Name:
	



	Date:
	



	Parent/Guardian Signature:
	







