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ALL CLEAR COUNSELING – VIRTUAL MENTAL HEALTH COUNSELING

PATIENT NAME: ______________________________    DATE OF BIRTH: _____________

Telemedicine involves the use of electronic communications to enable health care providers at 
different locations to share individual patient medical information for the purpose of improving 
patient care. Providers may include primary care practitioners, specialists, and/or 
subspecialists. The information may be used for diagnosis, therapy, follow-up and/or education,
and may include any of the following:

 Patient medical/behavioral health records
 Live two-way audio and video

Electronic systems used will incorporate network security protocols to protect the 
confidentiality of patient identification and imaging data and will include measures to safeguard
the data and to ensure its integrity against intentional or unintentional corruption.

Expected Benefits:
 Improved access to medical care by enabling a patient to remain in his/her provider’s 

office (or at a remote site) while the physician obtains test results and consults from 
healthcare practitioners at distant/other sites.

 More efficient medical evaluation and management.
 Obtaining expertise of a distant specialist.

Possible Risks:
As with any medical procedure, there are potential risks associated with the use of 
telemedicine. These risks include, but may not be limited to:

 In rare cases, information transmitted may not be sufficient (e.g., poor resolution of 
images) to allow for appropriate medical decision making by the physician and 
consultant(s).

 In very rare instances, security protocols could fail, causing a breach of privacy of 
personal medical information.

 In rare cases, a lack of access to complete medical records may result in judgment 
errors.

Limits of Confidentiality: 
What you discuss during your therapy session is kept confidential. No contents of the therapy 
sessions, whether verbal or written may be shared with another party without your written 
consent or the written consent of your legal guardian. The following is a list of exceptions: 

Duty to Warn and Protect If you disclose a plan or threat to harm yourself, the therapist
must attempt to notify your family and notify legal authorities. In addition, if you 
disclose a plan to threat or harm another person, the therapist is required to warn the 
possible victim and notify legal authorities. 



Abuse of Children and Vulnerable Adults If you disclose, or it is suspected, that there is 
abuse or harmful neglect of children or vulnerable adults (i.e. the elderly, 
disabled/incompetent), the therapist must report this information to the appropriate 
state agency and/or legal authorities.
 
Prenatal Exposure to Controlled Substances Therapists must report any admitted 
prenatal exposure to controlled substances that could be harmful to the mother or the 
child. 

Minors/Guardianship Parents or legal guardians of non-emancipated minor clients have 
the right to access the clients’ records. Insurance Providers Insurance companies and 
other third-party payers are given information that they request regarding services to 
the clients.

The type of information that may be requested includes types of service, dates/times of 
service, diagnosis, treatment plan, description of impairment, progress of therapy, case 
notes, summaries, etc. 

By signing this form, I agree to the above assumptions of risk and limits of confidentiality, 
understand their meanings and ramifications, and agree to the following:

1. I understand that the laws that protect privacy and the confidentiality of medical 
information also apply to telemedicine, and that no information obtained in the use of 
telemedicine which identifies me will be disclosed to researchers or other entities 
without my consent.

2. I understand that I have the right to withhold or withdraw my consent to the use of 
telemedicine during my care at any time, without affecting my right to future care or 
treatment.

3. I understand that it is my duty to inform my provider of electronic interactions regarding
my care that I may have with other healthcare providers.

4. I understand that I may expect the anticipated benefits from the use of telemedicine in 
my care, but that no results can be guaranteed or assured.

5. I understand that my therapy appointment restricts me from driving while meeting and 
that I will have a private and confidential setting for my appointments.

6. I understand that my insurance co-payment or cash payment of 150.00 is expected at 
the time of my appointment.

7. I understand that any cancelled appointments within 24 hours of my scheduled 
appointment will be charged 50.00.

Date: _______________   Signature: _______________________________________________




