Alison R. Potter M.D.

1389A Grizzly Peak Blvd.
Berkeley, Ca. 94708
Patient Information and Consent for Telepsychiatry 

Telepsychiatry is providing psychiatric services via Skype or telephone, in which the clinician and the patient are not in the same location. Benefits to telepsychiatry include increased access to care and patient convenience. Potential risks include, but may not be limited to: information transmitted may not be sufficient (poor resolution of audio or video); may not provide for or arrange for emergency care ;  security protocols can fail, causing a breach of privacy; and a lack of access to all of the information available in a face-to-face visit may result in errors in medical judgment. 

The alternative to  telepsychiatry would be a traditional face-to-face session.

__I understand and consent
___I do not consent

Your Rights: 1) I understand that the laws that protect the privacy and confidentiality of medical information also apply to telepsychiatry ; 2) I understand that Skype incorporates network and software security protocols to protect the confidentiality of information and audio/visual data; 3) I have the right to withdraw my consent to the use of telepsychiatry during the course of my care at anytime. 4) I understand that Dr. Potter has the right to withhold or withdraw consent for the use of telepsychiatry during the course of my care at any time; 5) I understand that all rules and regulations which apply to the practice of medicine in the state of California also apply to telepsychiatry. 

__I understand and consent
___I do not consent

Your Responsibilities: 1) I will not record any telepsychiatry sessions without the written consent of Dr. Potter and I understand Dr. Potter will not record telepsychiatry sessions without my consent; 2) I will inform Dr. Potter if any other person can hear or see any part of our sessions before the session begins or during the session if that situation changes. Likewise Dr. Potter will inform me if any other person can see or hear any part of the session before the session begins. 3) I understand that I must be a resident of California to be eligible for telepsychiatry services from Dr. Potter.

__I understand and consent
___I do not consent

Telepsychiatry is a new field and billing roles are not well defined. I understand that I may or may not be reimbursed for this service by my insurance company. 

__I understand and consent
___I do not consent

I have read and understand the information provided above regarding Tele psychiatry. I give my informed consent for the use of telepsychiatry in my medical care, (or the care of my guardian), and authorize Dr. Potter to use telepsychiatry in the course of my (their) diagnosis and treatment. 

Name of Client:  __________________________   Date  :__________________

Signature: ___________________     

 Relation to client if parent or guardian:_______________ 
