
 
 Client Name: _____________________ 

 

Client #: _________________________ 

 
Telemedicine/Telehealth Consent 

 

I _______________________________ hereby consent to engage in telehealth services (e.g. internet or telephone-based 

psychotherapy) with an assigned therapist of Lillybrook Counseling Services for my psychotherapy treatment.  I understand that we 

may use telehealth options when I or my therapist are not able to attend appointments in person such as when weather or other 

extenuating circumstances (e.g. COVID-19) prevent myself or my therapist from being able to attend the appointments in person, or 

we may choose to utilize telehealth as the primary mode of psychotherapeutic intervention.  Telehealth appointments will be 

scheduled and approved at the discretion of my therapist.  Telehealth may also be used when I am traveling within the state of 

Michigan, provided my therapist agrees to this arrangement in advance.  I understand that telehealth includes the practice of health 

care delivery, including mental health care delivery, diagnosis, consultation, treatment, transfer of medical data, and education using 

interactive audio, video, and/or data communications.  

 

The medium for telehealth for psychotherapy is videocalls.  Lillybrook Counseling Services will use Google Meet, a HIPAA 

compliant video service as the primary medium for telehealth psychotherapy services.  To utilize this service, I must have access to a 

computer with camera and an internet connection with adequate speed for video calls.  Mobile devices (i.e. phones, tablets) may be 

utilized, including over a data connection, however, I am responsible for any data related charges.  

 

My therapist will not record, photograph, or otherwise copy any portions of sessions without my written consent.  I agree that I will 

not record, photograph, or otherwise copy any portion of my sessions without written consent from my therapist.  I understand that it 

is my responsibility to be in a private location where others are not able to listen to or observe the psychotherapy session.  My 

therapist requires any visitors for in-person or telehealth therapy sessions to sign a Release of Information for that person(s) in advance 

of the appointment.  There may be additional technology needs for visitors that would need to be discussed in advance as well.  If it 

becomes evident that others are able to observe or listen to the session without consent, in order to assure confidentiality, my therapist 

will end the session unless it is an emergency or crisis, and contact me as quickly as possible to follow up and schedule the next 

appointment.   

 

I understand that technology failures can, at times, be unavoidable and impact sessions, especially in times of high internet traffic 

when servers may be overloaded.  This may include temporary disruptions or slow internet service, computer or other technology 

problems, computer viruses, or other similar issues.  In the case of a technology failure, my therapist’s backup plan is to use a phone 

call.  Phone calls will only be used as a backup.  However, telephone therapy is not typically covered by insurance.   

 

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

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

treatment, nor risking the loss or withdrawal of any program benefits to which I would otherwise be entitled.  Withdrawing 

my consent to telehealth does not impact my ability to continue in psychotherapy with my therapist in-person.  

2. The laws that protect the confidentiality of my medical information also apply to telehealth.  As much, I understand that the 

information disclosed by me during the course of my psychotherapy is generally confidential; however, the mandated 

reporting in the Consent to Treatment applies to telehealth as well.  (See also HIPAA Notice of Privacy Practices forms, 

provided and signed upon admission to treatment, for more details of confidentiality and other issues).  

3. I understand that there are risks and consequences from telehealth.  These may include, but are not limited to, the possibility, 

despite reasonable efforts on the part of my psychotherapist, that: the transmission of my medical information could be 

disruptive or distorted by technical failures; the transmission of my medical information could be interrupted by unauthorized 

persons; the electronic storage of my medical information could be accessed by unauthorized persons; and/or 

misunderstandings can more easily occur, especially when care is delivered in an asynchronous manner.  In addition, I 

understand, that telehealth-based services and care may not yield the same results nor be as effective or complete as face-to-

face service.  I also understand that if my psychotherapist believes I would be better served by another form of 

psychotherapeutic service (e.g. face-to-face service), he/she will discuss options with me that may include services with my 

therapist or a referral to a therapist who may be a better fit to help me.  Finally, I understand that there are potential risks and 
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benefits associated with any form of psychotherapy, and that despite my efforts and the efforts of my psychotherapist, my 

condition may not improve and in some cases may even get worse.  

4. I understand that I may benefit from telehealth, but results cannot be guaranteed or assured.  The benefits of telehealth may 

include, but are not limited to, finding greater ability to express thoughts and emotions; transportation and travel difficulties 

and costs are avoided; time constraints are minimized, and there may be a greater opportunity to prepare in advance for 

psychotherapy sessions.   

5. I understand that if I am using insurance, my insurance company may only cover certain telehealth psychotherapy services 

(i.e. video sessions, but not phone sessions) or may not cover any telehealth services.  I understand that I am responsible 

for verifying that my insurance company covers telehealth and will pay an out of pocket rate if services are not 

reimbursed by my insurance.  

6. I understand that regulations for telehealth are relatively new and continue to be developed.  It is possible that changes in 

laws and other regulations pertaining to telehealth may change.  My therapist works to remain current on the laws, 

regulations, and standards of care pertaining to telehealth.  If any changes impact how telehealth has been provided, my 

therapist will discuss this with me as soon as he/she becomes aware of changes.  

I have read and understand the information provided above, and will discuss any questions, concerns, or comments with my therapist.   

 

____________________________________ _____________________________ ____________________________ 

Client/Guardian Signature    Date of Birth    Date 

 

____________________________________      ____________________________ 

Witness (if not signed in the client portal)       Date  


