
 

TELE-HEALTH CONSENT 

I ____________________________(client’s name) hereby consent to engage in 
Telehealth with Irma E. Llanes, LPC as part of my individual therapy. I understand that 
“tele-health” includes the practice of health care delivery, diagnosis, consultation, 
treatment, transfer of medical date, and education using interactive audio, video, or data 
communications. I understand that Telehealth also involves the communication of my 
medical/mental information, both orally and visually, to health care practitioners located 
in Oregon or outside of Oregon.

Because of recent advances in communication technology, the field of tele-therapy has 
evolved. It has allowed individuals who may not have local access to a mental health 
professional to use electronic means to receive services. Because it is relatively new, 
there is not a lot of research indicating that it is an effective means of receiving therapy. 
An important part of therapy is sitting face to face with an individual, where non-verbal 
communication (body signals) are readily available to both therapist and client. Without 
this information, tele-therapy may be slower to progress or less effective. With the 
telephone, the client’s tone of voice, pauses, and choice of words become especially 
important and therefore an important focus of the sessions. What is important here is 
that you are aware that tele-therapy may or may not be as effective as in-person therapy 
and therefore, we must pay close attention to your progress and periodically evaluate 
the effectiveness of this form of therapy.

I understand that I have the following rights, responsibilities and the conditions relating to 
tele-health:
1) I have the right to withhold or withdraw consent at any time without affecting my right 

to future care or treatment nor risking the loss or withdrawal of any benefits to which 
I would otherwise be entitled. 

2) The laws that protect the confidentiality of my medical information also apply to 
Telehealth. As such, I understand that the information disclosed by me during the 
course of my therapy is generally confidential. However, there are both mandatory 
and permissive exceptions to confidentiality, including, but not limited to reporting 
child, elder, and dependent adult abuse, expressed threats of violence towards an 
ascertainable victim; and where I make my mental or emotional state an issue in a 
legal proceeding. I also understand that the dissemination of any personally 
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identifiable images or information from the telemedicine interaction to researchers or 
other entities shall not occur without my written consent.

3) I understand that there are risks and consequences from tele-health, including, but 
not limited to, the possibility, despite reasonable efforts on the part of my therapist, 
that: the transmission of my medical information could be disrupted or distorted by 
technical failures; the transmission of my medical information could be interrupted 
by unauthorized persons; and/or the electronic storage of my medical information 
could be accessed by unauthorized persons. In addition, I understand that tele-
health based services and care may not be as complete as face-to-face services. I 
also understand that if my therapist believes I would be better served by another 
form of therapeutic services (e.g. face-to-face services) I will be referred to a 
psychotherapist who can provide such services in my area. Finally, 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 therapist, my condition may not be 
improved, and in some cases many even get worse.

4) I understand that I may benefit from tele-health, but that results cannot be 
guaranteed or assured. Tele-health may not be appropriate for clients with active 
suicidal or homicidal thoughts, or clients who are experiencing acute mental health 
problems, such as manic or psychotic symptoms. I understand that it is my 
responsibility to inform the therapist if I am at risk of harm to self or others. At intake, 
a client who reports being at risk of harm to self or others, will not be offered tele-
health services from this counselor. If through the intake evaluation or subsequent 
psychotherapy sessions, a client is deemed to be at risk of harm to self or to others, 
the counselor will terminate the sessions, while providing alternative referral 
suggestions. If a client who was not formerly at risk, should become at risk of such 
harm to self or others, they must immediately report it to their therapist. It such 
cases, a client may be referred to a traditional face-to-face counseling program or 
provider. 

5) I understand that tele-health therapy is not a crisis based clinical service, if I am in 
need of emergency mental health services, I may contact my local emergency room 
or call my local crisis line: Washington (503) 291-9111, Multnomah (503) 988-4888, 
Clark (360) 696-9560, Clackamas at (503) 655-8585, Suicide Prevention (800) 
273-8255 or Text: teen2teen 4pm-10pm 839863, NAMI HelpLine 800-950-6264

6) I understand that I have a right to access my medical information and copies of 
medical records in accordance with Oregon law. The counselor will maintain records 
tele-health services. All clinical records will be maintained as required by applicable 
legal and ethical standards according to the therapist’s counseling professions 
licensing boards.

7) I understand it is my responsibility to secure my computer hardware, internet access 
points, and password security. The therapist will use HIPPA compliant video 
services. The therapist is not liable for confidentiality breaches when they are 
caused by client error. Nor responsible for my equipment failure, e.g. camera, and/or 
Internet service. Lastly, the therapist is not responsible for lapses in confidentiality 
that are in direct response to the client’s actions. 
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8) I understand should video services not be available due to an unplanned equipment 
or service malfunction, sessions will occur via telephone. 

9) I understand that I am not allowed to make an audio or video recording of any 
portion of the session. 

10) I understand co-pays and private pay is due at each therapy session by check or 
credit card. I understand that I am responsible for knowing the details of my 
benefits. I acknowledge that all out of pockets fees (coinsurance fees/dues toward 
deductibles, etc.) are due at each session payable to Irma E. Llanes, MA, LPC and 
claims will be processed by a private insurance billing company. Please note that 
there is a 3% fee for every credit card transaction. A form of reliable payment must 
be established before the first session occurs.

11) I understand if I miss or cancel my appointment without a 24 hours notice I will be 
charged for the time that was reserved for me (a minimum fee of $91 with a max of 
$180 will apply). Your insurance does not cover this fee. At this time some insurance 
companies are covering for online counseling. Please contact your insurance 
company to make sure that mental health tele-health is covered before agreeing to 
use tele-health services. 

I have read and understood the information provided above. I attest that I have 
had the opportunity to ask questions and understand the responses pertaining to 
this treatment authorization. By signing this consent, I agree to abide by its 
content. 

__________________________________________________ ______________ 
Client printed name Date 

__________________________________________________ 
Client’s signature 

  
When client is a minor:
I give Irma E. Llanes, MA, LPC permission to provide tele-health services to: 

Name____________________________________________         DOB__________

I have read and understood the information provided above. I attest that I have 
had the opportunity to ask questions and understand the responses pertaining to 
this treatment authorization. By signing this consent, I agree to abide by its 
content. 

_______________________________________________ ____________
Parent/Guardian printed name Date

__________________________________________________
Parent/Guardian  signature
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