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INFORMED CONSENT

Welcome.  This patient information form will answer most of your questions about therapy services at my office.  Please feel free to ask for clarification or additional information.

Therapy is the process of solving emotional problems by talking with a person professionally trained to help others achieve a more fulfilling life and more satisfying relationships.  The process of change will, in many ways, be unique to your particular situations.  Who you are as a person will determine the ways in which you implement change in your life..  The process of change begins by clearly defining the problem, discussing your thoughts and feelings about yourself and the problems you face, understanding the origins of your difficulties and developing new skills and healthier attitudes about yourself and others.  As the patient, you have the right to ask me about my qualifications, background and orientations.  The most important factor in the success of therapy is good communication between the client and therapist.  In some instances, talking about your difficulties may exacerbate your symptoms.  Over time, however, you should see an improvement.  In addition, not all individuals benefit from therapy or working with a particular therapist.  If at any time during the therapy you have questions about whether or not the treatment is effective, do not hesitate to discuss your concerns with me.

By law and professional ethics, your sessions are strictly confidential.  Generally, no information will be shared with anyone without your written permission.  If you are seeing another therapist or health professional, it may be helpful or necessary for me to confer with them in order to coordinate our efforts.  If this is necessary, I will ask for your written consent.  There are, however, a number of exceptions to this policy:

1. If I am ordered by the court to testify or release records

2. If you are a victim or perpetrator of child abuse I am required by law to report this to the authorities responsible for investigating child abuse

3. If you are a victim or perpetrator of elder or dependent adult abuse I am required by law to report that to appropriate agencies

4. If you threaten harm to yourself, someone else, or the property of others, I am required by law to report that to police and warn the potential victim, or take other reasonable steps to prevent the threatened harm.

Please note that treatment of a minor without parental consent is allowed by law.  Please consult Civil Code 25.9.

Confidentiality of communications cannot be guaranteed when done through phone, email, or text messages.  By communicating with me outside of our sessions, you are agreeing to the calculated risks inherent in doing so.
My fee is $165 for a fifty-minute session.  You are responsible for payment of my fee at each session.  Fees may be increased once a year with reasonable notice.  Please notify me if any problem arises regarding your ability to make timely payments during the course of the therapy.

I charge my hourly rate for time spent in writing reports, consulting other professionals, and consulting with clients by phone, reading and responding to emails.  I charge $200 per hour for court appearances or any other legal proceeding, including time for preparation or consultation, travel, and phone calls should they be necessary. A two hour nonrefundable retainer fee will be required in advance.

If I am treating your minor-aged child, please be advised that, in order to instill trust between us, I will need to keep our sessions confidential.  Engaging in some risk-taking behavior is a normal part of this developmental stage but I will hold disclosures to me in confidence unless I feel your child’s safety is in imminent jeopardy.

I have a 24 hour cancellation policy.  You are responsible for payment of fees for sessions cancelled with less than 24 hours notice and for sessions missed without notice.  If you fail to show or communicate with me for two consecutive appointments, I will consider our treatment terminated until I hear from you.

AFTER HOURS EMERGENCIES NEED TO BE ADDRESSED BY CALLING 911 OR GOING TO THE EMERGENCY ROOM.  NATIONAL SUICIDE PREVENTION HOTLINE NUMBER IS 800-273-8255 OR TEXT HOME TO 741741. 
 I pick up messages frequently between 8am and 8pm daily and try to return calls as quickly as possible.  If a phone conversation last 10 minutes or longer, I consider that a session or partial session and charge accordingly.  Also, I charge for time spent reading and responding to email communications that require 10 or more minutes.

I will give reasonable notice before I go on vacation.  During my vacation time, one of my colleagues will be available to you in case of emergency.

You have the right to stop or take a break from your therapy at any time without my permission or agreement.  However, if you decide to exercise this option, I encourage you to discuss with me the reason for your decision in a session so that we can bring sufficient closure to our work.  I can also make referrals at that time.  Please note that my cancellation policy will still apply to a decision to suddenly terminate treatment without a final session.

Consumer Notification:  The Board of Behavioral Sciences receives and responds to complaints regarding services provided by licensed or registered psychotherapists.  If you have complaint and are unsure if your therapist is licensed or registered, please contact eh Board of Behavioral Sciences at 916-574-7830 for assistance.
Please sign this form and keep a copy for yourself for future reference.  Should you have any questions at any time, please ask.

I/we have read, understand and agree to the terms and policies described in this consent form.

Signature:_______________________________________

Date:_____________________________________​​​​​​​______

Signature:_______________________________________

Date:__________________________________________

TELEHEALTH INFORMED CONSENT

Introduction 
Telemedicine involves the use of electronic communications to enable health care providers at different locations to share individual patient medical information for the purpose of improving patient care. Providers may include primary care practitioners, specialists, and/or subspecialists. The information may be used for diagnosis, therapy, follow-up and/or education, and may include any of the following: 
· Patient medical records 
· Medical images 
· Live two-way audio and video 
· Output data from medical devices and sound and video files 
Electronic systems used will incorporate network and software security protocols to protect the confidentiality of patient identification and imaging data and will include measures to safeguard the data and to ensure its integrity against intentional or unintentional corruption. 
Possible Risks: 
As with any medical procedure, there are potential risks associated with the use of telemedicine. These risks include, but may not be limited to: 
· In rare cases, information transmitted may not be sufficient (e.g. poor resolution of images) to allow for appropriate medical decision making by the physician and consultant(s); 
· Delays in medical evaluation and treatment could occur due to deficiencies or failures of the equipment; 
In very rare instances, security protocols could fail, causing a breach of privacy of personal medical information; 
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· In rare cases, a lack of access to complete medical records may result in judgment errors; 
By signing this form, I understand the following: 
1. I understand that the laws that protect privacy and the confidentiality of medical information also apply to telemedicine, and that no information obtained in the use of telemedicine which identifies me will be disclosed to researchers or other entities without my consent. 

2. I understand that I have the right to withhold or withdraw my consent to the use of telemedicine in the course of my care at any time, without affecting my right to future care or treatment. 

3. I understand that I have the right to inspect all information obtained and recorded in the course of a telemedicine interaction, and may receive copies of this information for a reasonable fee. 

4. I understand that a variety of alternative methods of medical care may be available to me, and that I may choose one or more of these at any time. My ophthalmologist has explained the alternatives to my satisfaction. 

5. I understand that telemedicine may involve electronic communication of my personal medical information to other medical practitioners who may be located in other areas, including out of state. 

6. I understand that I may expect the anticipated benefits from the use of telemedicine in my care, but that no results can be guaranteed or assured. 

Patient Consent To The Use of Telemedicine 
I have read and understand the information provided above regarding telemedicine, have discussed it with my physician or such assistants as may be designated, and all of my questions have been answered to my satisfaction. I hereby give my informed consent for the use of telemedicine in my medical care. 
I hereby authorize Margaret Perlstein, MFT to use telemedicine in the course of my diagnosis and treatment. 
Signature of Patient (or person authorized to sign for patient): 
If authorized signer, relationship to patient: 
Witness: 
Date: 
Date: 
I have been offered a copy of this consent form (patient’s initials) _______ 



