INFORMED CONSENT FOR TELETHERAPY SERVICES
Associates for Counseling & Therapy, LLC

I___________________________ [name of patient] hereby consent to telemedicine with Steven Khanjian, LPC, LCADC, ACS of Associates for Counseling & Therapy, LLC (henceforth referred to as ACT), Ridgewood, NJ 07450, as part of my psychotherapy.

I understand that telemedicine (henceforth referred to as teletherapy or e-therapy) includes health care delivery, diagnosis, consultation, treatment, transfer of medical data, and education using interactive audio, video, or data communications. I understand that teletherapy also involves communicating my medical/mental information, both orally and visually, to healthcare practitioners in or outside New Jersey.
I understand that our teletherapy occurs in the state of New Jersey (USA) and is governed by the laws of the State. I use this modality to visit ACT in the New Jersey office, where we meet to do our work.

I understand the following risks are involved (but not limited to) concerning teletherapy and that I have the following rights:
1. I understand I have the right to withhold or withdraw consent at any time without affecting my right to future care or treatment nor risking the loss or withdrawal of any program benefits to which I would otherwise be entitled.

2. I understand that despite reasonable efforts on the part of ACT, the transmission of my medical information could be disrupted or distorted by technical failures, interrupted by unauthorized persons, and/or the electronic storage (if any) of my teletherapy information could be accessed by unauthorized persons. If my session is interrupted due to power failure or a faulty connection, I can call 201-857-5909 to re-establish a connection.
3. Teletherapy is neither a universal substitute nor the same as face-to-face psychotherapy treatment. I understand that it is a means by which I, the e-client, can receive information, counseling, and psychotherapeutic treatment from a psychotherapist. While ACT believes that I will find our exchange useful in my efforts to help myself and improve my life, it is impossible to guarantee that.  Despite the ever-increasing positive feedback from all levels of e-clients, I understand that teletherapy is, at best, experimental and still should be considered until its efficacy has been validated scientifically. I accept the distinctions made using Teletherapy vs. face-to-face psychotherapy. Moreover, I acknowledge that Teletherapy does not provide emergency services.
4. I understand the laws that protect the confidentiality of my medical information also apply to teletherapy. As such, I understand that the information I disclosed during my e-therapy is generally confidential. However, there are both mandatory and permissive exceptions to confidentiality including, but not limited to, reporting child, elder, and dependent adult abuse, expression of potential harm to myself and/or of violence towards an ascertainable victim, and where I make my mental or emotional state an issue in a legal proceeding.
5. I understand that the electronic communication systems used at ACT incorporate network and software security protocols and HIPAA compliance applications to protect the confidentiality of patient identification and imaging data. These systems will include measures to safeguard the data and ensure its integrity against intentional or unintentional corruption. I understand that despite various security and confidentiality measures employed, ACT cannot guarantee the security of our teletherapy or emails as they travel between our computers.

6. I understand that the same Appointment Rescheduling/Cancellation policy applies to face-to-face psychotherapy and all teletherapy services. I will do my best to Reschedule/Cancel appointments, if necessary, with a minimum of 24 hours (business hours) advance notice to avoid being charged a Late Cancellation/no-show fee.

7. I understand that teletherapy also requires me to have a secure connection to the Internet. I know I am responsible for ensuring that I am in a secure, safe, and private area. I will not hold ACT responsible for information that may be found on any of my electronic devices. Additionally, I understand and will not hold ACT responsible for any safety and security issues, should they arise, at my remote location.

8. I understand I am responsible for information security on my computer or mobile device during my teletherapy. If I decide to keep copies of our emails or communication on my computer or other such device, I must keep that information secure.

9. I further understand that if, at the start of my teletherapy session, I am not/will not be at my residence of record, for my security/safety, I agree to indicate my precise location and will be requested to pan my location 360 degrees with my mobile device, and will need to supply the Emergency Contact information of the location/area I will be at the time of my teletherapy session.
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10. I further agree and accept responsibility not to connect to my teletherapy session while outside the State of New Jersey or while I am in any moving vehicle (i.e. while driving or as a passenger in a car, train, plane, bus, etc.). If I still choose to connect to my teletherapy session, I agree to park in a safe and secure location and will provide my exact location along with a full description of the vehicle I am in, including the license plate number. If I am outside the State of New Jersey or remain in a moving vehicle, the session will be canceled, and I agree to pay the Late Cancellation fee.  
11. 	I also understand that disseminating any personally identifiable images or information from the telemedicine interaction to researchers or other entities shall not occur without my written consent.
12. 	I understand that there are potential risks and benefits associated with any form of psychotherapy, including teletherapy, and that despite my efforts and the efforts of my psychotherapist, my condition may not be improved and, in rare cases, may even get worse.
I have read and understand the information supplied above. I have discussed it with my psychotherapist, and all my questions have been answered to my satisfaction.


Signature of patient/guardian	If signed by other than patient, indicate relationship



Print the name of person’s signature	Psychotherapist's signature.


Date
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