Starting Point, Inc.
Live Telehealth Consent Form

Client Name: ____________________________________________________________________________________________
Phone (Texting available): __________________________________________________________________________________
Email: __________________________________________________________________________________________________

Purpose / Nature of Telehealth

I understand that telehealth / telemedicine involves the use of electronic communications (video, audio, etc.) to enable my health care provider to deliver health care services without an in‑person visit. I understand that this may include evaluation, consultation, treatment, follow-up, and education relating to my condition.
By signing below, I consent to the use of telehealth in my care and understand that the quality of care, advantages, and risks differ from in‑person services.

Risks, Limitations & Alternatives - I understand and acknowledge the following:

· That telehealth may involve technical problems, such as interruptions, poor image or audio quality, hardware or software failures, or delays.
· That confidentiality could be compromised (e.g. unauthorized access, hacking) despite security measures.
· That not all aspects of care can be done remotely; in some cases, an in‑person visit may be necessary.
· That I can refuse telehealth and instead seek in‑person care or alternatives.
· 
Confidentiality & Privacy - I understand:

· The telehealth session will be conducted using a secure, HIPAA-compliant (or equivalent) platform whenever possible.
· The provider and staff will take reasonable steps to protect my health information and use encryption or secure technologies as feasible.
· Other participants (e.g. trainees) may be present, with my advance notice and consent.
· The rules regarding confidentiality (e.g., exceptions for mandatory reporting, harm disclosure, etc.) apply equally in telehealth as in in‑person visits.
· 
Recording and Observers - I understand:

· No sessions will be recorded without my explicit permission.
· If recording or observation by others (e.g. students, colleagues) is to occur, I will be informed.
· 
Patient Responsibilities - I agree to:

· Be in a private, quiet location during the telehealth visit.
· Use appropriate devices (camera, microphone, internet connection) to facilitate the session.
· Protect privacy on my end (e.g. headphones, ensure no one else overhears).
· Communicate if I experience technical difficulties, interruptions, or unclear transmission.
· Notify the provider if I wish to end or terminate any session.
· 
Voluntary Participation & Right to Withdraw - I understand:

· Participation is voluntary.
· I may withdraw my consent for telehealth at any time without affecting future access to care.
· If telehealth is not clinically appropriate, the provider may recommend in-person care or referral.
· I acknowledge that I have been informed of my rights to privacy and confidentiality under Washington State Law (WAC) and that I have been given the opportunity to ask questions.

I agree and consent to the above terms and conditions.
Client Signature: _________________________________________________________________Date: __________________ 
