New Client Information
Consent for Treatment, Telehealth, Payment for Services, and Limits of Liability
Limits of Services and Assumption of Risks:
Therapy sessions carry both benefits and risks. Therapy sessions can significantly
reduce the amount of distress someone is feeling, improve relationships, and/or resolve
other specific issues. However, these improvements and any “cures” cannot be
guaranteed for any condition due to the many variables that affect these therapy
sessions. Experiencing uncomfortable feelings, discussing unpleasant situations and/or
aspects of your life are considered risks of behavior therapy sessions.
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.
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Minors/Guardianship
Parents or legal guardians of non-emancipated minor clients have the right to access
the clients’ records.
By signing below, I agree to the above assumption of risk and limits of confidentiality
and understand their meanings and ramifications.
____________________________________________ ___________________
Client Signature (Client’s Parent/Guardian if under 18)

Date

Telehealth Consent (Required in the event of Telehealth is necessary):
Definition of Services:
I,_________________________________________, hereby consent to engage in
teletherapy with ____________________________. Teletherapy is a form of
psychological service provided via internet technology, which can include consultation,
treatment, transfer of medical data, emails, telephone conversations and/or education
using interactive audio, video, or data communications. I also understand that
teletherapy involves the communication of my medical/mental health information, both
orally and/or visually.
Teletherapy has the same purpose or intention as psychotherapy or psychological
treatment sessions that are conducted in person. However, due to the nature of the
technology used, I understand that teletherapy may be experienced somewhat
differently than face-to-face treatment sessions.
I understand that I have the following rights with respect to teletherapy:
Client’s Rights, Risks, and Responsibilities
1. I, the client, need to be a resident of California. (This is a legal requirement for
psychologists practicing in this state under a CA license.)
2. I, the client, have the right to withhold or withdraw consent at any time without
affecting my right to future care or treatment.
3. The laws that protect the confidentiality of my medical information also apply to
teletherapy. As such, I understand that the information disclosed by me during the
course of my therapy or consultation is generally confidential. However, there are both
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mandatory and permissive exceptions to confidentiality, which are described in the
general Consent Form I received at the start of my treatment with _________________.
4. I understand that there are risks and consequences of participating in teletherapy,
including, but not limited to, the possibility, despite best efforts to ensure high encryption
and secure technology on the part of my psychologist, that: the transmission of my
information could be disrupted or distorted by technical failures; the transmission of my
information could be interrupted by unauthorized persons; and/or the electronic storage
of my medical information could be accessed by unauthorized persons.
5. There is a risk that services could be disrupted or distorted by unforeseen technical
problems.
6. In addition, I understand that teletherapy based services and care may not be as
complete as face-to-face services. I also understand that if my psychologist believes I
would be better served by another form of therapeutic services (e.g. face-to-face
services) I will be referred to a professional who can provide such services in my area.
7. I understand that I may benefit from teletherapy, but that results cannot be
guaranteed or assured. 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 psychologist, my condition may not improve, and in some cases may even get
worse.
8. I accept that teletherapy does not provide emergency services. If I am experiencing
an emergency situation, I understand that I can call 911 or proceed to the nearest
hospital emergency room for help. If I am having suicidal thoughts or making plans to
harm myself, I can call the National Suicide Prevention Lifeline at 1.800.273.TALK
(8255) for free 24 hour hotline support. Clients who are actively at risk of harm to self or
others are not suitable for teletherapy services. If this is the case or becomes the case
in future, my psychologist will recommend more appropriate services.
9. I understand that there is a risk of being overheard by anyone near me if I am not in a
private room while participating in teletherapy. I am responsible for (1) providing the
necessary computer, telecommunications equipment and internet access for my
teletherapy sessions, and (2) arranging a location with sufficient lighting and privacy that
is free from distractions or intrusions for my teletherapy session. It is the responsibility of
the psychological treatment provider to do the same on their end.
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10. I understand that dissemination of any personally identifiable images or information
from the telemedicine interaction to researchers or other entities shall not occur without
my written consent.
By signing below, I agree to the above assumption of risk and limits of Telehealth
treatment and understand their meanings and ramifications.
____________________________________________ ___________________
Client Signature (Client’s Parent/Guardian if under 18)

Date

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.
____________________________________________ ___________________
Client Signature (Client’s Parent/Guardian if under 18)

Date

Payment for Services:
Clients who are paying privately for services, agree to pay for all services prior to
services being rendered. Payments will be made by check or cash or electronic
payments. All checks are written out to: Yramnna Smith
Client agreed fee for all services provided by Dr. Nay Smith through NSmith Therapy is
$250 per hour.
_____________________________________________ __________________
Client Signature (Client’s Parent/Guardian if under 18)

Date

Cancellation Policy:
If you are unable to attend an appointment, I request that you provide at least 24 hours
advanced notice to our office. Since I am unable to use this time for another client,
please note that you will be billed for the entire cost of your scheduled appointment if it
is not timely cancelled, unless such cancellation is due to illness or an emergency.
For cancellations made with less than 24-hour notice (unless due to illness or an
emergency) or a scheduled appointment that is completely missed, you will be mailed a
bill directly for the full session fee.
I appreciate your help in keeping my schedule running timely and efficiently.
_____________________________________________ __________________
Client Signature (Client’s Parent/Guardian if under 18)

Date
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