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INFORMED CONSENT FOR TELEHEALTH PSYCHOTHERAPY

As a client of wRight Insight, you are entitled to certain rights and responsibilities that are described below. The therapeutic relationship is unique in that it is a highly personal and at the same time, a contractual agreement. Given this, it is important for us to reach a clear understanding about how our relationship will work, and what each of us can expect. This consent will provide a clear framework for our work together, your rights and responsibilities, limitations to confidentiality, and other relevant information concerning our therapeutic alliance. Please carefully read and feel free to discuss any questions or concerns with me by scheduling a 15-minute free consultation. Once you feel that your questions and concerns have been adequately addressed, please initial and sign in the space provided to consent for mental health services with Peggy Wright.

THE THERAPEUTIC PROCESS

You have taken a very positive step by deciding to seek therapy. The outcome of your treatment greatly depends on your willingness to engage in this process, which may, at times, result in considerable discomfort. Remembering unpleasant events and becoming aware of feelings attached to those events can bring on strong feelings of anger, depression, anxiety, etc. There are no miracle cures. I cannot promise that your behavior or circumstance will change. I can promise to support you and do my very best to understand you and any repeating patterns, as well as to help you clarify what it is that you want for yourself and teach you some skills that will increase the probability of achieving your goals.

If we inadvertently see each other outside of the therapy office, I will not acknowledge you first. Your right to privacy and confidentiality is of the utmost importance to me, and I do not wish to jeopardize your privacy. However, if you acknowledge me first, I will be more than happy to speak briefly with you, but feel it is not appropriate to engage in any lengthy discussions in public or outside of the therapy office.

Client Responsibilities:

Counseling sessions are scheduled by appointment. These times are reserved for you. If you find that you will be unable to attend, you are expected to cancel your appointment 24 hours in advance of your scheduled time. You will be billed the full fee for any missed sessions. If you did not cancel 24 hours in advance, no further sessions will be allowed to be scheduled until the owed amount is paid in full. If you no-show your appointment for three consecutive sessions, it will be assumed that you no longer wish to receive my therapy services. No further sessions will be scheduled unless you schedule a consultation with me.
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Because I wish for you to gain the maximum benefit of your therapy session and for your own safety, I will not conduct sessions while you are driving. Therapy can be emotional and distract you from safe driving and likewise, driving can distract you from absorbing key components of therapy. Therefore, please do not schedule sessions when you know you will be driving or please reschedule sessions if you find that you will need to be driving during that time.

While sometimes unavoidable, I do not advise participating in therapy with young children present. If at all possible, please make childcare arrangements in advance. Like driving during therapy, this can be a huge distraction and may also be a safety hazard.

I will not conduct sessions with another adult in the room without discussing this in advance. If I suspect there is another adult in the room, I may ask you to pan your camera without notice. If there is another adult in the room, I will immediately end the session and you will be charged the full fee for the session.

Client Rights: The goal of wRight Insight is to provide high quality professional services in an atmosphere of confidentiality and care. However, I acknowledge that clients may have grievances and, as such, every effort will be made to resolve your grievances in a mutually satisfactory manner. Your rights, in this regard, include:

· The right to question and discuss with me any aspect of the counseling process that concerns you.
· The right to seek services elsewhere if not satisfied with my service.
· If still dissatisfied, you may file a complaint with
Texas Behavioral Health Executive Council

George H.W. Bush State Office Building

1801 Congress Ave., Ste. 7.300

Austin, Texas 78701

Main Line (512) 305-7700

Investigations/Complaints 24-hour, toll-free system (800) 821-3205

CONFIDENTIALITY:

wRight Insight will ensure your rights to confidentiality to the fullest extent possible. The session content and all relevant materials to your treatment will be held confidential unless you request in writing to have all, or portions of such content released to a specifically named person/persons. An Authorization to Release Information must be fully and accurately completed before your information can or will be released. I will not discuss your case with any person including your family members without a specific and time-limited written consent from you.

Mandated Reporting: There are legal limitations to confidentiality. As a Licensed Professional Counselor, I am mandated by Texas law to report the following:

pg. 2

_______ Initials

· Reasonable suspicion of physical, emotional, or sexual abuse of a child(ren) under the age of 18 years. (Texas Family Code Chapter 261, Subchapter B)
· Suspicions of abuse, neglect, or exploitation in the case of an elderly (over 65) or disabled person who may be subjected to these abuses. (Texas Human Resources Code Chapter 48, Subchapter B)
· The disclosure of abuse, neglect, and unprofessional or unethical conduct that occurred in health care facilities (Texas Health and Safety Code Chapter 161, Subchapter L)
· The disclosure of sexual exploitation by a mental health provider will be reported to the District Attorney and to the agency that regulates the licensed health care provider. (Texas Civil Practice and Remedies Code, §81.006)
Additionally, your confidential information MAY be disclosed for the following reasons:

· If you threaten or attempt to commit suicide or otherwise conduct yourself in a manner in which there is a substantial risk of incurring serious bodily harm and the threat is credible and/or imminent I am allowed to report it to medical or law enforcement personnel.
· If you threaten grave bodily harm or death to another person and the threat is credible and/or imminent I am allowed to report it to law enforcement personnel.
· If a court of law issues a legitimate subpoena for information stated on the subpoena related to your therapy or therapy records.
· If you are in therapy or being treated by order of a court of law, or if information is obtained for the purpose of rendering an expert’s report to an attorney.
· Occasionally I may need to consult with other professionals in their areas of expertise in order to provide the best treatment for you. In this case, information about you may be shared without using your name.
· In the instance of my death, incapacity, or the termination of my counseling practice, your records will be in the custody and control of Sarah Garay who can be reached at sgaray@fbwc.org.
Please initial next to each statement for acknowledgement and consent:

____I understand that I may benefit from Telehealth, but results cannot be guaranteed or assured.

____I understand that there are potential risks and benefits from telehealth.  These may include,

but are not limited to, the possibility, despite reasonable efforts on the part of my therapist, that: the transmission of my mental health information could be disrupted or distorted by technical failures; the transmission of my mental health information could be intercepted by unauthorized persons; the electronic misunderstandings can more easily occur, especially when care is delivered in an asynchronous manner (i.e., chat or email).
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____ I understand that telehealth-based services and care may not yield the same results nor be

as complete as face-to-face service.

____ I understand that if my psychotherapist believes my needs would be better served by another

form of psychotherapeutic service (e.g., face-to-face service), I will be referred to a psychotherapist in my area who can provide such service.

_____I understand that there are potential risks and 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.

____I understand that I have the right to access my mental health information and copies of mental

health records in accordance with Texas law.

____I understand my rights and responsibilities as a client of wRight Insight.

____I understand that there are limitations to confidentiality, especially regarding mandated

reporting in accordance with Texas law.

____I understand that I may revoke this consent fully or partially, at any time except to the extent

that action has already been taken. However, if this consent is revoked, my therapeutic relationship with Peggy Wright will be terminated and referrals to another therapist will be offered.

____I understand that Peggy Wright shall inform me in writing of any changes to the items in this

document.

____I hereby release wRight Insight and/or Peggy Wright from any liability arising from this

consent.

By signing below, I indicate that I have read and understood this Informed Consent, and I willingly enter this therapeutic contract, for myself with full knowledge of my rights and responsibilities as well as limitations of the telehealth therapeutic process and confidentiality.

______________________________________________

Client Name (PLEASE PRINT)

______________________________________________
_____________________

Client Signature
Date
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