potential risks and benefits associated with any form of mental health treatment, and that
despite my efforts and efforts of my therapist, my condition may not improve, or may have
the potential to get worse.

5) I understand that Valentine Counseling Services, LLC has established quality assurance
process related to telemedicine services, which includes all applicable Health Insurance
Portability and Accountability Act (HIPAA) requirements. I also understand, that despite the
efforts of Valentine Counseling Services, LLC, attempts to keep information confidential
while using these systems, 100% confidentiality cannot be absolutely guaranteed due to
inherent issues with telecommunication systems. I acknowledge that it is my personal
responsibility to ensure the integrity and security of my own computer, internet connection
or phone line, and the privacy of the space in which I choose to conduct my end of the
therapy. Signing this form shows an awareness of these issues and a decision by this client
to use these systems for telehealth services. I will not hold Valentine Counseling Services,
LLC or its staff liable for gathering or use of client information by these service providers.
6) By signing this document, I agree that certain situations including emergencies and crises
are inappropriate for audio/video/computer-based psychotherapy services. If I am in crisis
or in an emergency, I should immediately call 911 or go to the nearest hospital or crisis
facility. By signing this document, I understand that emergency situations may include
thoughts about hurting or harming myself or others, having uncontrolled psychotic
symptoms, if I am in a life threating or emergency situation, and/or if I am abusing drugs or
alcohol and are not safe. By signing this document, I acknowledge I have been told that if I
feel suicidal, I am to call 911 and/or text HOME to 741741 in the United States.

Signature of client/parent/guardian

Date

Printed name of client/parent/guardian

Relationship (If applicable)

