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Emergencies and Technology 
Assessing and evaluating threats and other emergencies can be more difficult when conducting 
telepsychology than in traditional in-person therapy.  To address some of these difficulties, we will 
create an emergency plan before engaging in telepsychology services.  I will ask you to identify 
an emergency contact person who is near your location and who I will contact in the event of a 
crisis or emergency to assist in addressing the situation.  I will ask that you sign a separate 
authorization form allowing me to contact your emergency contact person as needed during such 
a crisis or emergency.  
 
If the session is interrupted for any reason, such as the technological connection fails, and you are 
having an emergency, do not call me back; instead, call 911, or go to your nearest emergency 
room. Call me back after you have called or obtained emergency services.  
 
If the session is interrupted and you are not having an emergency, disconnect from the session and 
I will wait two (2) minutes and then re-contact you via the telepsychology platform on which we 
agreed to conduct therapy. If you do not receive a call back within two (2) minutes, then call me 
on the phone number I provided you (704 996 2654).  
 
If there is a technological failure and we are unable to resume the connection, you will only be 
charged the prorated amount of actual session time. 
 
Fees 
The same fee rates will apply for telepsychology as apply for in-person psychotherapy. However, 
insurance or other managed care providers may not cover sessions that are conducted via 
telecommunication. If your insurance, HMO, third-party payor, or other managed care provider 
does not cover electronic psychotherapy sessions, you will be solely responsible for the entire fee 
of the session.  Please contact your insurance company prior to our engaging in telepsychology 
sessions in order to determine whether these sessions will be covered. 
 
Records 
The telepsychology sessions shall not be recorded in any way unless agreed to in writing by mutual 
consent.  I will maintain a record of our session in the same way I maintain records of in-person 
sessions in accordance with my policies. 
 
Informed Consent 
This agreement is intended as a supplement to the general informed consent that we agreed to at 
the outset of our clinical work together and does not amend any of the terms of that agreement. 
Your signature below indicates agreement with its terms and conditions.  
 
_________________________    _________________________ 
Client         Date 
 
_________________________    _________________________ 
Therapist       Date 
 



IN PERSON INFORMED CONSENT SIGNATURE PAGE 
If I believe that a patient is threatening serious bodily harm to another, I am [may be] required to take 
protective actions.  These actions may include notifying the potential victim, contacting the police, or 
seeking hospitalization for the patient.  If the patient threatens to harm himself/herself, I may be obligated 
to seek hospitalization for him/her or to contact family members or others who can help provide protection.  
If a similar situation occurs in the course of our work together, I will attempt to fully discuss it with you 
before taking any action.  

I may occasionally find it helpful to consult other professionals about a case.  During a consultation, I make 
every effort to avoid revealing the identity of my patient.  The consultant is also legally bound to keep the 
information confidential.  Ordinarily, I will not tell you about these consultations unless I believe that it is 
important to our work together.  

Although this written summary of exceptions to confidentiality is intended to inform you about potential 
issues that could arise, it is important that we discuss any questions or concerns that you may have at our 
next meeting.  I will be happy to discuss these issues with you and provide clarification when possible.  
However, if you need specific clarification or advice, I am unable to provide, formal legal advice may be 
needed, as the laws governing confidentiality are quite complex and I am not an attorney.  [If you request, 
I will provide you with relevant portions or summaries of the state laws regarding these issues.]  

Your signature below indicates that you have read the information in this document and agree to abide by 
its terms during our professional relationship.  

PATIENT SIGNATURE ________________________________ DATE _________________ 



 


