
 

 

 

 

 

 

 
 

INFORMED CONSENT FOR TELEMENTAL HEALTH SERVICES 

Telemental health allows my therapist to diagnose, consult, treat and educate using interactive audio, video 

or data communication regarding my treatment.  

Technology:  

In order to participate in telemental health, you will need a secure broadband Internet connection or a smart 

phone device with a good cellular connection.  In addition, you will need to use Chrome, Firefox, or Safari 

browser.  A webcam and microphone are also required.  The platform Dr. Bacon uses, doxy.me is secure and 

private; all data is encrypted, and your sessions are anonymous.  None of your information is stored by the 

platform and the platform is HIPPA compliant.  Dr. Bacon will provide instructions on how to access doxy.me 

for your sessions.   

Safety and Emergency Protocol: 

In emergencies, in the event of disruption of service, or for routine or administrative reasons, it may be 

necessary to communicate by other means.  Dr. Bacon will also discuss a safety plan with you that includes 

at least one emergency contact and the closest ER to your location, in the event of a crisis.  

Financial Obligations:  

Dr. Bacon will bill insurance for telemental health services when these services have been determined to be 

covered by an individual’s insurance plan.  While Dr. Bacon’s office staff will communicate with your 

insurance company prior to your appointment, ultimately you are responsible for any fees from the services 

you receive.  We recommend that you confirm with your insurance company that telemental health sessions 

are covered by your insurance plan before your first telemental health session.   

Sessions: 

Scheduling is conducted through the office of Heather A. Bacon, Ph.D., LLC and is based on normal clinic 

hours. Sessions will last 45-50 minutes.  Telemental health appointments are considered outpatient services 

and not intended as a substitute for emergency or crisis services. Crisis or mental health emergencies should 

be directed to the local county crisis line or by dialing 911. 

It is important to be on time for your session. If you need to cancel or change your appointment, you must 

notify Dr. Bacon in advance by phone or email; our cancelation policy applies regardless of the setting.   

During your session, choose a quiet, private space that is free of distractions (including cell phone or other 

devices). Have notifications turned off and a fully charged devise.   

Video/Audio Recording: 

Telemental health sessions are not to be recorded by you or by Dr. Bacon without prior permission by all 

parties being recorded.  Making recordings can quickly and easily compromise your privacy and should be 

done so with great care. 

Security and Privacy: 

Except where otherwise noted, Dr. Bacon employs software and hardware tools that adhere to security best 

practices and applicable legal standards for the purposes of protecting your privacy and ensuring that records 

of your health care services are not lost or damaged.  As with all things in telemental health, however, you 
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also have a role to play in maintaining your security. Please use reasonable security protocols to protect the 

privacy of your own health care information. For example: when communicating with Dr. Bacon, use devices 

and service accounts that are protected by unique passwords that only you know. Also, use the secure tools 

that Dr. Bacon has supplied for communications. 

Confidentiality:  

The laws that protect the confidentiality of my medical information also apply to telemental health. As such, 

the information disclosed during the course of 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 legal 

proceedings where your mental or emotional state is a focus.  This is further explained in the Outpatient 

Contract, which you have signed when you initiated treatment.  The telemental health platform used by Dr. 

Bacon is HIPAA compliant to protect your privacy and confidentiality.  

I understand that I have the following rights with respect to telemental health: 

1. I have the right to withdraw my consent for treatment at any time. 

2. I understand that there are risks and consequences associated with telemental health including, but not 

limited to the possibility, despite reasonable efforts on the part of my psychologist, that the transmission 

of my medical information could be disrupted or distorted by technical failures. In addition, I understand 

that telemental health-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 

psychotherapeutic services (e.g. face-to-face services) I will be rescheduled to an appointment in office 

or to another provider of my choosing.  

3. I understand that I may benefit from telemental health but that results cannot be guaranteed or assured. 

4. I understand that Dr. Bacon may not provide telemental health services to me if I am outside of the State 

of Oregon, and I understand that I may access telemental health services from Dr. Bacon from within 

the State of Oregon only. 

5. I understand that I have a right to access my mental health information and copies of medical records in 

accordance with Oregon state law. 

I have read and understand the information provided above. I have discussed it with Dr. Bacon and all of my 

questions have been answered to my satisfaction. My signature below indicates my informed and willful 

consent to treatment using this platform.  If you are under the age of 18, we need the permission of your 

parent or legal guardian (and their contact information) for you to participate in telepsychology sessions. 

______________________________________________ ____________________________________________ 
Client Name        Parent/Guardian/Legal Representative Name 

(if applicable) 

____________________________________________________ _____________________ 

Client/Legal Representative Signature    Date 

Please record your email and current phone numbers(s) below and indicate your preferred means of 

communication.   

     
Email Address  Primary Phone Number  Secondary Phone Number 

My preferred means of contact is:     Email        Primary Phone Number         Secondary Phone Number 


