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Teletherapy Patient Agreement & Informed Consent 

By signing this form, I understand that I have had the alternatives to teletherapy discussed by 

my therapist, and am consenting to participate to teletherapy services. I understand that I can 

revoke my consent to teletherapy services at any time.  

I have discussed with my therapist and understand that teletherapy will use video conferencing 

technology to perform consultations, therapeutic activities, and education. I understand that 

this will not be the same as a face-to-face visit/session between my child and his/her therapist, 

due to not being in the same room as the therapist.  

I understand that there are potential risks to using this form of technology, including 

interruptions, unauthorized access, and technical difficulties. I understand that I or my 

therapist/provider can discontinue teletherapy services at any time if it is felt that 

videoconferencing connections are not adequate to complete services appropriately. 

I understand that certain health information may be disclosed in order to provide treatment, 

obtain payment for services, evaluate the quality of services provided, perform any 

administrative operations relevant to treatment or payment, and when required by law. I 

understand that my therapist will take reasonable effort to ensure confidentiality during 

sessions and will inform me of the presence of another individual during my sessions, and I will 

thus have the right to request the following: (1) omit specific details of medical/therapeutic 

information, (2) ask all non-medical personnel to leave the room/teletherapy area, (3) 

terminate the consultation at any time.  

I understand that my therapist has discussed with me proper procedures in the event of an 

emergency.  

By signing this form (typing my name below), I consent to use of teletherapy services. I 

understand that when I email this back to Propel Pediatric Therapy, I am providing my informed 

consent for participation in teletherapy services.  

 

Patient’s/Child’s Name: _____________________________________ 

Date of Birth: ______________________________________ 

Parent Signature (type name): __________________________________ 

Date: ______________________________________ 

 


