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Informed Consent to Telepsychology (Videoconference) Services 

(Revised 4/6/2020) 
 

1. I understand that ABHS is making use of Telepsychology sessions specifically to address needs for 
service during physical distancing requirements related to Coronavirus. ABHS is not currently intending 
to offer Telepsychology on a long-term basis.  I understand that I will be expected to attend in-person 
sessions at the ABHS office when the Coronavirus restriction recommendations are fully lifted. 
 

2. I understand that, in order to participate in Telepsychology sessions, I will need access to a reliable 
internet connection on a computer or mobile device in a private setting. I will be responsible for 
making sure that the camera and microphone on my device are accessible to the platform used for 
Telepsychology sessions. I know that I can request a “set-up” trial with my therapist to be sure the 
technology works prior to my scheduled session. 

 
3. I understand that, in order to participate in a Telepsychology session, I must be physically located in 

the state of Ohio at the time of the session. 
 

4. I understand that it will be my responsibility to assure privacy for myself during the session, and to 
inform my therapist of a) my location, b) any other persons in the room with me during a session, and 
c) a way that I can be reached by my therapist if we lose the internet connection.  I understand that my 
therapist will be conferencing with me from a private room and will maintain my confidentiality. 

 
5. I understand that, in the event of technology failure during a session, my therapist and I might have to 

revert to a telephone session. 
 

6. I understand that my therapist may choose not to offer Telepsychology sessions with me, or to cease 
conducting such sessions, if the therapist deems such sessions to be inappropriate for my 
circumstances for any reason. If I have any urgent needs, my therapist will refer me to an agency 
appropriate for face-to-face intervention to address such urgency. 
 

7. I understand that typical session fees, as listed in the general ABHS Informed Consent to Treatment 
document, will apply to Telepsychology sessions. If I am using insurance to pay for sessions, claims will 
be submitted to my insurance company as usual. Every attempt will be made to assure in advance that 
my insurance company will reimburse for Telepsychology sessions, but in the event that my insurance 
company subsequently denies the claims, I understand that I will be responsible for the fees myself. 
 

8. I understand that all other elements of the general ABHS Informed Consent to Treatment document 
still apply, in addition to these specifications for Telepsychology sessions. 

 
 

________________________  ______________________________  _______________ 
Client printed name   Client signature    Date 


