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TELEHEALTH INFORMED CONSENT AND HIPAA POLICY 

 
AGREEMENT FOR TELEHEALTH 

In Missouri, “telehealth” is defined as the use of medical information exchanged from one site to another via electronic communications to improve 
the health status of a patient. This form of service is usually live videoconferencing through a personal computer with a webcam, a smartphone with a 
camera, or a general voice-to-voice phone call.  

Online therapy allows me to provide services to a broader geographic range of clients than in-person services.  I am a licensed professional counselor 
in Missouri (#2015007032) and am able to serve clients throughout the state. You must be located in the state of Missouri for me to conduct an 
online session with you.  

This document provides information about the telehealth process and the business policies for Greta Aronson, LPC at State of Mind Kansas City.  
This document is important, so please take the time to read it carefully and ask about any items that seem unclear. By signing this form you indicate 
that you agree to and understand the psychotherapy process and business policies between you and your clinician, Greta Aronson, LPC.    

 
INFORMED CONSENT 

Psychotherapy can have benefits and risks.  As with most other forms of treatments, results cannot be guaranteed. 

Participation in therapy can result in a number of benefits to you.  You may experience increased insight into your patterns of feeling, thinking, 
behaving and relating to others; improvement in your relationships; resolution of any symptoms that brought you into therapy; and insights, lessons, 
or techniques that will improve current and future life challenges.   

Benefits to therapy require openness on the part of the therapy client.  When information about your feelings, thoughts, behaviors, relationships, or 
other difficulties are withheld, it is not possible for the therapist to help you with them or to help you understand how they may be related (or not) to 
the issue for which you are seeking treatment.  Benefits also require consistent attendance in therapy and work both in and outside of therapy 
sessions.   

Therapy involves talking about experiences in your life that may cause you to feel difficult emotions.  The goal is to work through, rather than get 
stuck in, difficult emotions or thoughts.  During the process, you may experience painful thoughts or emotions (e.g. anger, hurt, frustration, or 
confusion).  Some people notice an immediate sense of relief when they share their pain with someone else.  Others may notice that their symptoms 
get worse, before they begin to get better.  In either case, it’s important to share your reactions to therapy.   

It is important to talk to your therapist about these reactions to therapy when they come up. They may be a natural, tolerable, and expected reactions 
to your work in psychotherapy. Other times it may be necessary or preferable to change the pace of your therapeutic work if the feelings are too 
uncomfortable.  Or, if the treatment is not helping, it is important to talk about other treatment options. 
 

SESSIONS AND PAYMENT POLICY 

Your first session/s will involve an evaluation of your needs.  While evaluation is ongoing, the initial phase of evaluation will result in a discussion of 
your therapy goals and recommendations about how you might reach those goals. You and I will work together to reach a shared understanding of 
where your problems come from and what factors in your life contribute to keeping those problems in place.  This information guides how you will 
move forward in resolving them. Should either of us determine that the type of treatment I can offer, or the mode of treatment (online) is not a good 
fit for you, or even if we find that I am not a good fit, I will share recommendations for the right type of treatment and provider.  

While the specific methods of therapy will come from our assessment, it may be helpful for you to understand the general process.  Initially, our 
work will be about getting to know and understand you, together.  I make this as comfortable as possible by listening carefully, reflecting back what I 
hear so that you can let me know if I’m really “getting” you, and collaborating with you to form connections between your experiences with your 
feelings with your thoughts and your impulses or behaviors.  We will also do things to bring immediate relief to areas of suffering – for example if 
you struggle with sleep or anger or anxiety, we’ll assess it deeply and then practice strategies to overcome it.  
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If you have questions about any of the procedures used in the course of your therapy, their possible risks, the clinician’s expertise in employing them, 
or about the treatment plan, please ask and you will be answered fully.  You also have the right to ask about other treatments for your condition and 
their risks and benefits.  

Therapy may also involve recommendations or referrals to additional services that support your wellness (e.g. psychiatrist, neuropsychologist, 
physician).  In some cases these treatments are so vital and central to your recovery that your clinician is unable to ethically continue providing 
therapy without your concurrent treatment with these providers.  Failing to follow these recommendations may result in impaired treatment progress, 
suicidal thoughts or actions, deteriorating medical condition, or termination of treatment with this clinician.  Most often, however, these are 
recommendations and not requirements. 
 

TECHNOLOGY HOW-TO 

I encourage you to do a test log-in prior to our appointment to make sure that everything is working well on your side. You can check that your mic, 
speakers, and video are working this way.  The link to log in to your Therapy Portal is https://www.therapyportal.com/p/gka64015/. 

It takes a few seconds after you log into the waiting room for us to show up on each other’s screens.  That’s normal.  If it seems to be taking an 
inordinate amount of time, feel free to text, email, or call me so that we can troubleshoot together. 

Please be sure to exit out of any programs that steal bandwidth prior to our sessions. Quit (don’t just minimize) Skype, Google Drive back-up, or any 
other cloud backup service.  Please ensure that no one in your home is streaming video or playing graphic-heavy online video games, as this will 
decrease our internet connection.   

Tech issues are rare and usually very easy to solve. Turning things off and back on again typically fixes most issues. 
 

ADDITIONAL PRO-TIPS FOR ONLINE THERAPY 
• If others will be nearby while you are in therapy, ensure that you have adequate privacy prior to session.  Psychotherapy is serious work. You do 

not want to be interrupted. 
• Turn off notifications on your computer and phone once we are connected. 
• Bring tissues.  If you were in my office, I’d provide them for you. 
• You may be extra cozy because you are somewhere familiar to you and you may feel more casual because the work is online and you are used to 

socializing that way.  Remind yourself prior to the session that you are here to do the meaningful work of positive change.   
• Research says that the connection between therapist and client is the primary determinant of therapeutic change.  I want to make sure that we 

connect well over video so in our first session, I’ll share some tricks to make sure that we can look at each other, rather than the camera, when we 
talk.  If it looks off to you, please let me know.  Eye contact matters. 

 
STRENGTHS AND LIMITATIONS OF ONLINE THERAPY 

Telephone, chat, and video sessions have some advantages over in-person psychotherapy.  Many of my clients share with me that it is more 
convenient (no commute) and more comfortable (in their own space).  Some clients share that they feel more able to share “deep” things because it is 
online rather than in person.   

Online therapy is not for everyone.  If a client has a poor internet connection, a lack of privacy, or otherwise would simply be more comfortable 
meeting in person, it is better to connect them with a provider who offers that service if I’m unable to accommodate.  It is important to consider if this 
applies to you and may impact your therapeutic progress.  In some clinical situations, such as crises or suicidal or homicidal thoughts, in-person 
treatment may be the most appropriate treatment choice.   

 
CONFIDENTIALITY 

Information shared by a client during therapy sessions is confidential.  This means that I do not share your information with anyone except with 
legally or ethically bound to do so.  Those circumstances are as follows: 
 

• I am required to report suspicion of child abuse, neglect, or abandonment 
• I am required to report suspicion of elder/vulnerable adult abuse, neglect, or exploitation 
• I will share important and relevant information to protect a person to whom you appear to be an imminent and/or immediate physical threat  
• I will share important and relevant information to protect you from imminent or immediate and/or immediate physical threat to yourself  
• I may be required by Court Order to disclose treatment information.  
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Additionally, communication with me via any online or electronic means (i.e. email, text, video chat) is limited in security and thus your 
confidentiality may not be guaranteed.  Please consider the limits of confidentiality in electronic communications outlined in more detail later. 

In the event of an injury, illness, or other unexpected emergency situation that results in me becoming unavailable, your basic contact information 
(name and contact numbers or email) may be provided to a fellow clinician or associated professional. This will allow for your timely notification of 
appointment cancellations, as well as provide you with an opportunity to obtain further information regarding your continued care. 

Considering all of the above exclusions, if it is still appropriate, upon your request, I will release information to any agency/person you specify unless 
I conclude that releasing such information might be harmful in any way.  For any release of information, I will require a document to be completed 
detailing the information to be disclosed with your signature. 

Consultation:  I consult regularly with other professionals regarding my clients to provide the best care possible; however the client’s name or other 
identifying information is never disclosed. The clients’ identity remains completely anonymous and confidentiality is fully maintained.   

Confidentiality in Emergencies: Should you enter a medical or psychological emergency, I need to know your location so that I am able to get help 
to you.  Please share the location from which you will be conducting our sessions. 

Physical Location of Client Receiving Services: 
______________________________________________________________ 
______________________________________________________________ 
______________________________________________________________ 

Please sign below to indicate that you agree to/will share your location with me at the beginning of session should it be different from the one listed 
above. 

______________________________________________________________ 

Should you need physical or emotional assistance (e.g. approaching a psychological emergency but not at the threshold of needing to be hospitalized, 
or feeling dizzy but not in need to an ambulance), I would like to be able to contact someone to assist you.  I will contact the person named as your 
emergency contact on your intake form. 

 
CONFIDENTIALITY OF EMAIL, CHAT, CELL PHONE, VIDEO, AND FAX COMMUNICATION  

I use secure and encrypted video software for our sessions.  I also use secure and unsecured email, phone, and faxing systems. However, I want you 
to be aware that if you do not also use secure/encrypted programs on your side of the communication, the communications may not be secure.  I will 
adapt to your comfortability of sharing as we proceed.  Security laws state that clients have the freedom to request or opt-in to less secure means of 
communication if they are aware of the risks, comfortable with them, and find it clinically helpful to do so.   

I also want to acknowledge that while I regularly check in on the security of all of our ways of communicating, swift advances in technology 
preclude my ability to be certain of our security.  Just as I cannot guarantee a physical office space isn’t broken into, I also cannot guarantee the 
absolute security of our work online.   

Please ensure that you, too, are doing your utmost to protect your privacy by considering who has access to your email, text messages, and so on 
before choosing online therapy.  For example, I would discourage you from using your work email for our communications.  Another way to protect 
your privacy is to sure to fully exit all online counseling sessions and emails before leaving your computer. 
 

SESSIONS AND PAYMENT POLICY 

Length of Sessions:  All intakes and regular sessions are between 38-45 minutes.  If a longer session is needed, we may schedule one and prorate it 
at the same rate of the regular 45-minute session rate.  If sessions last more than 10 minutes over the normal 45 minutes scheduled, I reserve the right 
to prorate the total time.  It is important that you regularly and promptly attend scheduled sessions.   
P 
Lateness:  Please arrive to your online appointment on time.  If you are running late for whatever reason, we will still end the session by the 45-
minute mark after the appointment start time. Your full fee will be due even if you are late. If I am running late, I will always extend the time to 
allow a 38-45-minute session. 
P 
Insurance:  I do not accept insurance.  If you wish to seek potential reimbursement from your insurance company, I am considered an “out-of-
network” provider. It is your responsibility to ensure that you are covered if you choose to be reimbursed. 
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P 
Rates:  Payments in the form of a debit or credit card are made at each session for the amount of $130 per 38-45 minutes of service.  Longer sessions 
and phone calls in excess of 10 minutes are to be prorated on the basis of this amount.  The initial session will be billed at $150, unless otherwise 
agreed upon. You are responsible for paying the full amount of fees which are not covered by insurance or other 3rd party payers.  I reserve the right 
to terminate services for cause of unpaid balances.   
 
Responsible Party for Payment:                                                                                                               
Standard Fee  (38-45 minute session):       $130  (unless otherwise agreed upon)                            
                             
Please initial that you have read, understand, and agree to the following : 
 

___   I  am responsible for the charges I incur as a result of counseling and/or assessment. 
___   Charges are based on the amount of professional time used and/or set aside for the appointment.    
___   A late cancellation or no-show charge of my full session fee will be billed to me if I do not notify my therapist 24 hours prior to my 

appointment. 
___   All payments are due at the time of service unless other arrangements have been made in advance.  I understand that if my credit card does not 

accept the charge, I will immediately make the payment to the practice. 
___   I am responsible for paying the full amount of fees which are not covered by insurance or other 3rd party payers. 
___   I will notify my therapist of any changes in my address and/or telephone number, or financial situation. 
___   I am aware that my account will be sent to collections if I have an unpaid balance for more than 90 days.  If your account is referred to an 

outside collection agency, the cost of that service will be added to your bill.  
 

Credit Card Authorization:  I authorize Greta Aronson, LPC to keep my signature and card information electronically on file in the Therapy Notes 
EHR software.  I understand that I am required to leave a card on file in order to receive telehealth services. I understand this is a HIPAA-compliant 
platform and I am willing to assume the risk for keeping this information on file. I understand that I still have the option to pay cash or check at each 
session, if I choose. 
 

I authorize the charging of my card on file as indicated above for both session payment and cancellation fees.  I also authorize the automatic 
charging of my credit card on record for any balance left 30 days after the time of service.  I acknowledge that credit card transactions could be 
linked to protected health information.  I understand that I may ask for and be provided a receipt of payment at any time.  I understand that I may ask 
for a copy of this contract at any time. 
 
                                                                                                                                                                                                                  
   Cardholder’s Signature           Date 

I fully understand and agree to the terms and conditions stated above regarding the payment policy.  
 
                                                                                                                                                                                                                  
   Responsible Party’s Signature          Date 
 

Other Professional Fees: Fees and payment schedules for other professional services will be contracted as they are needed.  Examples include report 
writing, consultations, psychological testing, test interpretations, preparation of records, treatment summaries, court appearances, and school visits.  
 

Legal proceedings that require my participation will incur additional charges.  These include all professional time, including preparation and 
transportation costs, even if I am called to testify by another party.  Due to the difficulties of legal involvements, the charge for preparation and 
attendance at any legal proceeding is $300.00 per hour. I am unwilling to be a witness, provide expert testimony, or provide evaluations in any child 
custody, divorce, domestic or other civil/criminal court proceedings. These services are outside the scope of my expertise and the professional 
services I provide in my practice.   
 

Reminder Emails: You will receive appointment reminders 2 days in advance of your appointment start time from TherapyPortal.com. The Portal is 
part of TherapyNotes, which is a HIPAA-compliant electronic health record system that holds all protected health information and credit card 
information. I will also be able to send you documents through the Therapy Portal. 
 

Cancellation Policy and Fees:  I understand that it may be necessary to cancel an appointment.  If you are unable to attend a scheduled appointment, 
you must notify me at least 24 hours before to your appointment time.  If you do not notify me 24 hours ahead of time or simply do not show up 
to your appointment, you will be charged your full session fee.  Variance from this policy is at my discretion. 
 

Non-payment of Fee:  If you have not paid for your sessions and do not respond to my attempts to contact you to work out a payment plan, I have 
the option of using legal means to secure the payment. This may involve hiring a collection agency or going through small claims court. In most 
collection situations, the only information I release regarding a patient’s treatment is his/her name, the nature of services provided, and the amount 
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due. By coming to see me, you agree to this policy. A late fee of 20% of the unpaid balance will be charged each month that a balance remains 
unpaid.  

If you become involved in legal proceedings that require my assistance, you will be expected to pay for all of my qualified time, including planning 
and transportation costs.  Due to the complicated nature and difficulty of legal involvement, the fee is $300 per hour.   

 
CONTACT POLICY 

Phone Calls:  I am not immediately available by phone.  I provide a voicemail for non-emergency situations, i.e. rescheduling, cancellations, and 
clinical updates.  I make every effort to return your call within 24-48 hours, with the exception of weekends/holidays.   

Risks of Communication by Email, Text Message, and Other Non-Secure Means:  It may be useful during the course of treatment to 
communicate by email, text message, or other electronic methods of communication.  Be informed that these methods, in their typical form, are not 
confidential means of communication. If you use these methods to communicate with me, there is the potential chance that a third party may be able 
to intercept these messages. Some of the potential risks you might encounter using these methods of communication include:  
 

• People in your home or other environments who access your phone/computer/other devices that you use might read your email or text messages  
• Loss of your cell phone, computer, or other devices  
• Email accounts can be hacked  
• Text messages and emails are stored on servers  
• Third parties on the Internet (i.e. system administrators) monitor Internet traffic might intercept your communication  

Please limit the use of electronic communications to issues related to scheduling and/or billing. There may be situations in which you request that I 
send “growth work” reminders or documents that we create in session. If you choose to email me, please be aware that my email responses will be 
brief. Depending on the circumstances, I may choose to call you to discuss the matter directly. I will not respond to text messages that are not related 
to scheduling/billing or outside of regular business hours. I will not, under any circumstances, give therapeutic responses or help via electronic 
communications. If you need to discuss a clinical matter with me, please call to schedule an appointment or wait so we can discuss it at your next 
session. 

Text Messaging:  I will receive and respond to text messages at (816) 463-2581 regarding scheduling and billing  Please be advised that text 
messages are unencrypted forms of communication and could result in an unintended breach of confidentiality. Any texts you send may also become 
a part of your legal medical record and will need to be documented and archived in your chart.   

Email:  Feel free to communicate with me regarding scheduling and billing via email at gretaaronson@outlook.com.  I will do my best to assure your 
confidentiality through email but due to viruses, hackers, etc., no email correspondence can be guaranteed to be confidential. Do not send any 
information that you would consider to be sensitive information through email.  Emails may also become part of your legal medical record.  

Emergency and Crisis Support:  I do not provide 24-hour crisis services.  As an individual provider who is not in a group practice, I am generally 
in a therapy session during working hours and am unavailable outside of working hours.  If a life-threatening crisis should occur, contact a crisis 
hotline, call 911, or go to a hospital emergency room.  If it is likely that you may need crisis support, let’s discuss this so that I can be sure you have 
the level of care you need. You deserve support that matches your needs. 

Social Media:  In order to protect our relationship, I cannot accept invitations to social events or social media requests.  Should we run into each 
other socially in person or online, I will never acknowledge working therapeutically with you.  While you are welcome to visit my professional social 
media pages or website, I would discourage you from leaving messages there that make it obvious you are a client, simply to better protect your 
privacy and anonymity.   
 

METHODS OF COMMUNICATION 

Be aware that basic demographic details like your name, email, and location are considered Protected Health Information (PHI) as is anything 
clinical in nature like your diagnosis or clinical material.  Please initial next to each item you consent to.   

I consent to allow Greta Aronson, LPC to use unsecured email, cell/VoIP phone text messaging, calls, faxes, or voicemail to transmit to me the 
following protected health information: 
 

____  Information related to the scheduling of meetings or other appointments 
____  Information related to billing and payment 
____  Information that is clinical in nature (e.g. treatment summaries, diagnosis) 
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We will discuss the options you opted into in our meeting including the clinical utility of communicating in any of the ways mentioned above to 
decide together if we want to include them in your treatment. Should we decide to share more than basic administrative materials electronically, we 
need to discuss it first in session so that we can weigh the pros and cons.  The delivery of any electronic communication can be intercepted, 
misdirected, or delayed.  Decisions about this should be thoughtful, collaborative, and mutually acceptable. 

 
DISCHARGED FROM CARE 

Psychotherapy is typically terminated when it becomes reasonably clear that the client no longer needs care.  So that you can process the termination 
of the therapeutic relationship, a final appointment is helpful when ending therapy. This final appointment can be used to review your therapeutic 
growth, to plan next steps, and to process the termination of therapy.   

If you do not show up to your appointment(s), and/or do not return calls or emails, it will be assumed that you are wanting to discontinue your 
therapeutic work and you will be discharged from care.  

Both the therapist and the client have the right to end counseling at any time. 

 
LITIGATION LIMITATION 

Due to the nature of the therapeutic process and the fact that it often involves making a full disclosure with regard to many matters which may be of a 
confidential nature, it is agreed that should there be legal proceedings (such as, but not limited to divorce and custody disputes, injuries, lawsuits, 
etc.) neither you (client) nor your attorney, nor anyone else acting on your behalf will call on me to testify in court or at any other proceeding, nor 
will a disclosure of the therapy records be requested. 

 
AGREEMENT 

By signing below, you acknowledge you have read the proceeding information, understand your rights as a client, and agree to psychotherapy 
services under these conditions.  Additionally, your signature below indicates that you understand that I, Greta Aronson, LPC, am an independent 
practitioner; therefore, the providers I contract with (e.g. my video software, my billing software, etc.) are not responsible for or involved in your care 
or treatment.  Your signature below also indicates that you have been informed of the risks, including but not limited to your confidentiality in 
treatment, the transmission of your protected health information by unsecured means, and that you may terminate this consent at any time.  

 
                                                                                                                                                                                                                         
 Client Name (printed)       Authorized Signature    Date 

Please sign and date to signify that you have read and understand the HIPAA Privacy Practices Notice included with this paperwork by law: 

 
                                                                                                                                                                                                                         
Authorized Signature          Date 
 


