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Tele-Health/Medicine Disclosure 
	 	  
I _______________________________ hereby consent to engage in tele-health/
medicine (e.g., internet or telephone based therapy) with Jan Stolpe, MFT as part of  my 
psychotherapy treatment. I hereby confirm that the following considerations were 
discussed with Jan Stolpe, MFT clearly understood by me, including all the below noted 
confidentiality risks implicit in electronic communications. 
1. I understand that telemedicine in the context of  psychotherapy involves the 

communication of  sensitive personal and medical information orally and visually, 
utilizing both, electronic audio and video transmission via the internet.  

2. I have the right to withhold or withdraw consent for treatment via electronic 
communications or treatment in general at any time. 

3. I understand that the laws that protect the confidentiality of  my medical information 
also apply to telemedicine. As such I understand that the limits of  confidentiality 
discussed, understood and signed in the “Informed Consent” document with Jan 
Stolpe, MFT also apply to the tele-health/medicine portion of  psychotherapeutic 
treatment. 

4. I understand that my rights as a patient as outlined by the HIPAA document I 
discussed, understood and signed with Jan Stolpe, MFT also apply to the tele-health/
medicine portion of  psychotherapeutic treatment. 

5. I understand that there are particular risks implicit in telemedicine. These may 
include, but are not limited to, the possibility, despite reasonable efforts on the part of  
my psychotherapist, that: 
1. the transmission of  my medical/confidential information could be disrupted or 

distorted by technical failures;  
2. the transmission of  my medical/confidential information could be interrupted by 

unauthorized persons;  
3. the transmission of  my medical/confidential information could be intercepted by 

third parties, either accidentally or maliciously 
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6. I understand that telemedicine based services and care may not yield the same results 
nor be as complete as face-to-face service. I also understand that if  Jan Stolpe believes 
I would be better served by another form of  psychotherapeutic service (e.g. face-to-
face service) he will communicate this to me and offer me the referrals necessary. 

7. I understand that, due to the geographical distance between myself  and Jan Stolpe, 
MFT during the time of  my absence from Los Angeles, CA and therefore engage in 
tele-health/medicine services, Jan Stolpe, MFT has limited facilities to offer optimal 
referrals. I acknowledge that Jan Stolpe, MFT has, or, upon my request, will therefore 
provide me with a list of  potential, local referrals and that I will take responsibility to 
proactively assess these referrals and their appropriateness on location. 

8. I have read and understood the information provided above, and acknowledge that all 
of  my additional questions have been satisfactorily answered by Jan Stolpe, MFT to 
my satisfaction.  

Signature:____________________________ Date:_______________
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