
 

 

 

 

Telehealth Consent  

Name:    District: LGSUHSD    School: Saratoga High School    

The purpose of this form is to obtain your consent to participate in a telehealth consultation during school 
closures, which includes both phone calls and or video. CASSY wants you to understand your rights and 
responsibilities while receiving TeleHealth services. If you have any questions about this form, please consult 
with your therapist.  
 

CASSY responsibility to ensure confidentiality 
 

1. Reasonable and appropriate efforts will be made to eliminate any confidential risks associated with the 
telehealth session.  

2. Each session you (client and/or parent) will be asked their full name and location (including address) to 
ensure a safe and secure location.  

3. CASSY will assess whether the client is appropriate for telehealth, including but not limited to, 
consideration of the client’s psychosocial situation.  

4. During any crisis our therapist is unable to solve remotely, CASSY therapists may determine that a  
higher level of care is needed and that Telehealth services are not appropriate. 

 
Parent/Guardian/Clients agrees to the following.  

 
1. Parent/Guardian of children under 12 years of age, agree to check-in at the beginning of each session 

through Telehealth. Clients 12 and older check-in themselves at the beginning of each session. Each 
session the client will then be asked to provide their full name and their location.    

2. In the case of a mental health emergency, CASSY therapists will take all the safety precautions as they 
would on a school campus. Such as assessing, referrals, creating a safety plan, and or calling for 
assistance from additional service providers. Parents/guardian’s involvement will be expected.  

3. Parents/guardians/clients understand that verbal consent for Telehealth is lawful when documented.   
4. Previously signed CASSY consent form remains valid and all bylaws still stand. 
5. If the case of a technical equipment failure, the session might need to be disrupted or postponed and 

or other arrangements may apply.  
 
I have been advised of all the potential risks, consequences and benefits of telehealth care. My CASSY 
therapist has discussed the information provided above. I have had an opportunity to ask questions about this 
information and all of my questions have been answered. I understand the written information provided 
above. 
 
Signature:___________________________ Date:________ Signature:________________________ Date:________ 
                         ( Client)                                                                             ( Parent/guardian)   
           



 

 

 

 

name: ______________________________ Date: _______ 
  Parent(s)/guardian(s) 
 
Rights: You may withdraw consent to the telehealth at any time without affecting your right to future care or 
treatment. If you have a complaint about any services, please contact the CASSY office at (408) 493-5289.   

 


