Lani Chipman MS, LMFT

Kaleidoscope of Creative Healing

Phone: 435-313-4051

Email: photoTheraThrive@outlook.com
Informed Consent for Telemental Health
I (name)____________________________ understand that telemental health is not crisis treatment and that if I am in need of immediate mental health or medical attention to call 911, go to the ER, or call crisis # 1-800-273-8255. I hereby authorize Lani Chipman, LMFT to use a telehealth practice platform for telecommunication for evaluation and treatment of my behavioral health. 
1) I understand that technical difficulties can occur before or during the session and that my appointment may not be started or ended as intended. 
2) I accept that professionals can conduct interactive sessions with a video call. If the session cannot be completed by a video call, due to technical issues, the session may be done via telephone. 
3) I understand that my current health care insurance may not cover telehealth services, and I may be responsible for any charges that are due to this. I consent to Lani Chipman, LMFT sending required documentation to my health insurance company for billing purposes. 
4) I understand that not all platforms of treatment are HIPPA compliant, and that there is always the possibility of a security breach when technology is involved. I understand that Facetime, zoom, phone calls, and emails are not HIPPA compliant. I understand that my provider will first encourage use of a HIPPA compliant platform for treatment, but at times due to technical difficulties on either end, that this may not be possible. 
5) I understand that there will be no recording of any of the online sessions by either party. All information disclosed within sessions and written records pertaining to those sessions are confidential and may not be disclosed to anyone without written authorization, except where the disclosure is permitted and/or required by law. 

6) I understand that the privacy laws that protect the confidentiality of my protected health information (PHI) also apply to telemental health unless an exception to confidentiality applies (i.e. mandatory reporting of child, elder, or vulnerable adult abuse; danger to self or others; I raise mental/emotional health as an issue in a legal proceeding). 7) I understand that if I am having suicidal or homicidal thoughts, actively experiencing psychotic symptoms or experiencing a mental health crisis that cannot be resolved remotely, it may be determined that telemental health services are not appropriate and a higher level of care is required. 

8) I understand that my therapist may need to contact my emergency contact and/or appropriate authorities in case of an emergency.
9) I agree to give my provider 24 hours notice of cancellation for sessions, and that I can be charged for missed appointments.
Emergency Protocols: I need to know your location in case of an emergency. You agree to inform me of the address where you are at the beginning of each session. I also need a contact person who I may contact on your behalf in a life- threatening emergency only. This person will only be contacted to go to your location or take you to the hospital in the event of an emergency. In case of an emergency, my location is:____________________

And my emergency contact person’s name, address, phone:________________________ _______________________________________________________________________

I have read the information provided above and discussed it with my therapist. I understand the information contained in this form and all of my questions have been answered to my satisfaction. 

Signature of client/parent/legal guardian______________________ Date_____________ Signature of therapist_____________________________________ Date_____________

Kaleidoscope of Creative Healing               435-313-4051

