
BERNADETTE MULLINS MILLER, LLC 

TELEBEHAVIORAL HEALTH INFORMED CONSENT 

DEFINITION: 

   As a client receiving behavioral health    
   services  through technology, I understand: 

   Telebehavioralhealth is the delivery of    
   behavioral health services using interactive 
   technologies (audio, video or other     
   electronic communications) between an    
   psychotherapist and a client who are not in   
   the same physical environment. 

   The interactive technologies used     
   incorporate network and software security   
   protocols to protect the confidentiality of   
   client information transmitted via any    
   electronic channel. These protocols    
   include measures which safeguard the data   
   and aid in protecting against intentional and   
   unintentional corruption. 

SOFTWARE SECURITY PROTOCOLS: 

   Electronic systems will incorporate    
   network and software security protocols   
   to protect the safety of health and imaging   
   data, and will include measures to     
   safeguard the data to ensure its integrity   
   against intentional or unintentional    
   corruption. Current software is HIPPA    
   compliant. 

BENEFITS AND LIMITATIONS: 

   This service is provided by technology    
   (including but not limited to video, phone,   
   text, apps and email) and may not involve   
   direct face to face communications. There   
   are benefits and limitations to this service. 



   Regardless of the sophistication of today’s   
   technology, some information my     
   practitioner would ordinarily get in an in-  
   person consultation may not be available in   
   tele-consultation. I understand that such   
   missing information could in some situations   
   make it more difficult for my practitioner to   
   understand my problems and assist me. 

RISKS: 

   I understand that telebehavioralhealth is a   
   new delivery method for professional    
   services in an area not yet fully validated   
   by research, and may have potential risks,   
   possibly including some that are not yet   
   recognized. 

TECHNOLOGY REQUIREMENTS: 

   I will need access to, and familiarity with, the 
   appropriate technology to participate. 

EXCHANGE OF INFORMATION: 

   The exchange of information will not be    
   direct and any paperwork exchanged will   
   likely be through electronic means or    
   through electronic means or through    
   postal delivery. 

   During my telebehavioralhealth     
   consultation details of my medical history   
   and personal health information may be   
   discussed with myself and other behavioral   
   health care professionals through the use   
   of interactive video, audio or other     
   telecommunications technology. 

SELF-TERMINATION: 

   I may decline any telebehavioralhealth    
   services at any time without jeopardizing my   
   access to future care, services and    
   benefits. 



RISKS OF TECHNOLOGY: 

   These services rely on technology, which   
   allows for greater convenience in service   
   delivery, there are risks in transmitting    
   information over technology that include,   
   but are not limited to, breaches of     
   confidentiality, theft of personal     
   information, and disruption of service due to 
   technical issues. 

CLIENT COMMUNICATION: 

   It is my responsibility to secure a completely 
   private setting, preferably a room with a   
   door, and sound insulation, while     
   communicating with my psychotherapist. I   
   further understand that no other     
   individuals may be present for the     
   telebehavioralhealth session unless    
   mutually agreed upon with my therapist. 

PAYMENT FOR TELEBEHAVIORALHEALTH SERVICES: 

   The procedure for payment is the same as in-  
   office visits in that private pay fees, co-pays, 
   co-insurance and services applied to one’s   
   deductible, are due at the time of service. It   
   is requested that each client complete a   
   “credit Card Authorization Form” allowing   
   for transactions at the end of your session.   
   In select instances, an invoice will be emailed 
   to clients for secure online payment. 

LAWS AND STANDARDS: 

   The laws and professional standards that   
   apply to in-person behavioral health    
   services also apply to telebehavioralhealth  
   services. This document does not replace   
   other agreements, contracts or     
   documentation of informed consent. 

___________________________________________      ______________________________________ 
                   SIGNATURE                                                    DATE 



CREDIT CARD AUTHORIZATION FORM 

Please complete all fields. You may cancel this authorization at any time by 
contacting us. This authorization will remain in effect until cancelled. 

CREDIT CARD INFORMATION: 

CARD TYPE:  (PLEASE CIRCLE) 

MASTERCARD                             VISA                                DISCOVER                          AMEX                        OTHER______________________________ 

CARDHOLDER NAME (AS SHOWN ON CARD): ______________________________________________________ 

CARD NUMBER:______________________________________________________________________________________________ 

EXPIRATION DATE (MM/YY):_________________   3 DIGIT CVV FROM BACK OF CARD_____________ 

CARDHOLDER BILLING ZIP CODE:________________________________ 

I, ___________________________________________________________________ AUTHORIZE  BERNADETTE  

MULLINS MILLER, LLC TO CHARGE MY CREDIT CARD FOR AGREED UPON SERVICES.  

I UNDERSTAND THAT MY INFORMATION WILL BE SAVED TO FILE FOR FUTURE  

TRANSACTIONS ON MY ACCOUNT. 

__________________________________________________________    ________________________________________________________ 

                                  Signature                                                                                 date 
   


