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TELEMEDICINE INFORMED CONSENT FORM

I HEREBY CONSENT TO ENGAGING IN TELEMEDICINE WITH
ANDREA ANDES, M.A., LMFT, AS PART OF MY PSYCHOTHERAPY. | UNDERSTAND THAT
“TELEMEDICINE” INCLUDES THE PRACTICE OF HEALTH CARE DELIVERY, DIAGNOSIS,
CONSULTATION, TREATMENT, TRANSFER OF MEDICAL DATA, AND EDUCATION USING
INTERACTIVE AUDIO (SUCH AS PHONE), AUDIO-VIDEO (SUCH AS SKYPE), OR DATA
COMMUNICATIONS (SUCH AS EMAIL AND TEXTING). | UNDERSTAND THAT TELEMEDICINE ALSO
INVOLVES THE COMMUNICATION OF MY MEDICAL/MENTAL INFORMATION, BOTH ORALLY AND
VISUALLY, TO HEALTH CARE PRACTITIONERS LOCATED IN CALIFORNIA OR OUTSIDE OF
CALIFORNIA. | UNDERSTAND THAT | HAVE THE FOLLOWING RIGHTS WITH RESPECT TO
TELEMEDICINE:

1) I HAVE THE RIGHT TO WITHHOLD OR WITHDRAW CONSENT AT ANY TIME WITHOUT AFFECTING
MY RIGHT TO FUTURE CARE, OR TREATMENT, NOR RISKING THE LOSS OR WITHDRAWAL OF ANY
PROGRAM BENEFITS TO WHICH | WOULD OTHERWISE BE ENTITLED.

2) THE LAWS THAT PROTECT THE CONFIDENTIALITY OF MY MEDICAL/MENTAL INFORMATION
ALSO APPLY TO TELEMEDICINE. | AM AWARE OF, AND AGREED WITH THESE LAWS; AS
DESCRIBED IN THE “INFORMED CONSENT FORM” WHICH | SIGNED. | ALSO UNDERSTAND THAT
THE DISSEMINATION OF ANY PERSONALLY IDENTIFIABLE IMAGES OR INFORMATION FROM THE
TELEMEDICINE INTERACTION TO RESEARCHERS OR OTHER ENTITIES SHALL NOT OCCUR
WITHOUT MY WRITTEN CONSENT.

3) | UNDERSTAND THAT THERE ARE RISKS AND CONSEQUENCES FROM TELEMEDICINE,
INCLUDING, BUT NOT LIMITED TO, THE POSSIBILITY, DESPITE REASONABLE EFFORTS ON THE
PART OF MY PSYCHOTHERAPIST THAT:

* THE TRANSMISSION OF MY MEDICAL INFORMATION COULD BE DISRUPTED OR DISTORTED BY
TECHNICAL FAILURES; THE TRANSMISSION OF MY MEDICAL INFORMATION COULD BE
INTERRUPTED BY UNAUTHORIZED PERSONS.

* THE ELECTRONIC STORAGE OF MY MEDICAL INFORMATION COULD BE ACCESSED BY
UNAUTHORIZED PERSONS.

* TELEMEDICINE BASED SERVICES AND CARE MAY NOT BE AS COMPLETE AS FACE-TO- FACE
SERVICES.

* | ALSO UNDERSTAND THAT IF ANDREA ANDES, M.A., LMFT, BELIEVES THAT | WOULD BE
BETTER SERVED BY FACE TO FACE PSYCHOTHERAPY, SHE WILL EITHER WAIT TO CONTINUE
TREATMENT UNTIL SUCH MEETING WITH HER IS FEASIBLE, OR REFER ME TO A
PSYCHOTHERAPIST WHO CAN PROVIDE SUCH SERVICES IN MY AREA.

4) | UNDERSTAND THAT | MAY BENEFIT FROM TELEMEDICINE, BUT THAT RESULTS CANNOT BE
GUARANTEED OR ASSURED.

I HAVE READ AND UNDERSTAND THE INFORMATION PROVIDED ABOVE. | HAVE DISCUSSED IT

WITH MY PSYCHOTHERAPIST, AND ALL OF MY QUESTIONS HAVE BEEN ANSWERED TO MY
SATISFACTION.
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