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Elizabeth Polomik, LCMHC
teletherapy Policy
Client’s Name: ______________________________
DOB: ___________________________
Insurance Plan: ______________________________     Insurance Policy #: _________________
I _____________________________ hereby consent to engage in teletherapy services with Elizabeth Polomik, LCMHC as part of my ongoing therapy treatment. I understand that teletherapy includes the practice of therapy delivery, diagnosis, consultation, treatment, and transfer of medical information. I understand that teletherapy involves communication of protected health information both orally and/or visually to Elizabeth Polomik, LCMHC. 
I understand that teletherapy services and care may have limitations as compared to in office sessions. I understand that if Elizabeth Polomik, LCMHC feels that I would be better served by another form of therapy such as in office sessions that Elizabeth Polomik, LCMHC will make this recommendation.
Elizabeth Polomik, LCMHC, will utilize all reasonable efforts and compliant video sources to protect your information, but it is your responsibility to create an environment in your setting to ensure to the best of your ability to protect your confidentiality and integrity of your health information within your environment. 
I understand that I have the right to withhold or withdraw consent at any time for teletherapy, without affecting my right to future care or treatment, or risking the loss or withdrawal from in office sessions. 

I understand that the laws and regulations in place to protect the confidentiality of your medical information also applies to teletherapy, which will also include but are not limited to the same limitations to client privacy such mandated reporting of child abuse and neglect, threat to self or others, etc. 
I understand that there are risks and consequences from teletherapy, including, but not limited to, the possibility that despite reasonable efforts on the part of Elizabeth Polomik, LCMHC that the transmission of information could be disrupted or distorted by technical failures, interrupted by unauthorized persons, and or the electronic storage of my information could be accessed by unauthorized persons. 

Your signature on this page indicates that you understand and accept these conditions for treatment. 
Thank you for your cooperation! 
Client/Parent/Guardian:__________________________________
Date: ______________


Witness: ______________________________________________
Date: ______________
