
Telehealth Info Sheet 
 

 

 

Because you have expressed an interest in using telehealth for your upcoming therapy appointment, we 

have some important information to share with you.  First, be sure to check with your insurance 

company to see whether they will cover telehealth for therapy services. 

 
To Be Completed: 
 
Attached you will find the following documents.  Please print, sign and send both forms back to us at 
staff@livingwellcfc.com in advance of your scheduled appointment. 
 

 Telehealth Consent Form- Read and sign after discussing any questions with your therapist.   

 Confidential Contact Form- Please fill out this form completely and be sure to let us know your 

e-mail address, as we will send the link to access your appointment to your e-mail. Please 

provide your email address on the confidential communication request form, even if you have 

already given it to us. 

 

How To Login: 

 Check In Flyer- attached document explaining how to check in for your visit 

 Set-up video for Doxy.me:   Checking In on Doxy.me  

 Your provider’s “waiting room” is here:   

Joshua Lipps MS, LMFT   https://doxy.me/joshualipps 

Kami Jo Lipps MS, LMFT  https://doxy.me/kamijolipps 

Barbara Sivertson MA, LPC  https://doxy.me/barbarasivertson 

Please go to the waiting room link above prior to your scheduled therapy session time, to test out and 

make sure you can access the link.  Please use headphones with a microphone to help with improved 

audio quality and privacy for the session, if available.   

Remember that sessions need to be done in a private location, where you will not risk your session 

being overheard by other parties.  Please prepare for the session time as you would if you were coming 

into the office (minimize distractions).  Recording this session is not permissible without written consent 

by everyone involved in the session. Written notes may be taken by anyone involved. 

Please do not hesitate to call the clinic with any questions at (608) 783-1452. 

 

mailto:staff@livingwellcfc.com
https://youtu.be/yJf9N9sjDLI
https://doxy.me/joshualipps
https://doxy.me/kamijolipps


 

Informed Consent for Telehealth Services   
 

 

 

Definition of Telehealth 

Telehealth involves the use of electronic communications to enable Living Well Christian Family Clinic mental health 

professionals to connect with clients using interactive video and audio communications. 

Telehealth includes the practice of psychological health care delivery, diagnosis, consultation, treatment, referral to 

resource, education, and the transfer of medical and clinical data. 

I understand that I have the rights with respect to telehealth: 

1. The laws that protect the confidentiality of my personal information also apply to telehealth. As such, I 

understand that the information disclosed by me during my sessions is generally confidential. However, there 

are both mandatory and permissive exceptions to confidentiality, including but not limited to, reporting child, 

elder, and dependent adult abuse; expressed threats of violence toward an ascertainable victim; and where I 

make statements about my mental or emotional state that could potentially result in harm to myself. I also 

understand that the dissemination of any personally identifiable images or information from the telehealth 

interaction to other entities shall not occur without my written consent.  

2. I understand that I have the right to withhold or withdraw my consent to the use of telehealth with regard to my 

care at any time, without affecting my right to future care or treatment. 

3. I understand that there are risks and consequences from telehealth, including but not limited to, the possibility, 

that despite reasonable efforts on the part of the counselor, that: the transmission of my personal information 

could be disrupted or distorted by technical failures, the transmission of my personal information could be 

interrupted by unauthorized persons, and/or electronic storage of my personal information could by 

unintentionally lost or accessed by unauthorized persons. Clinic for Christian Counseling utilizes secure, 

encrypted audio/video transmission software to deliver telehealth.  

4. I understand that if my counselor believes I would be better served by face-to-face services, I will return to office 

visits. Additionally, I understand that despite my efforts and the efforts of my counselor, my condition may not 

improve, and in some cases may even get worse. I will be open to referral to more intensive services, should 

that be required. 

5. I understand the alternatives to counseling through telehealth as they have been explained to me, and in 

choosing to participate in telehealth, I am agreeing to participate using video conferencing technology. I also 

understand that at my request or at the direction of my counselor, I may be directed to “face-to-face” 

psychotherapy. 

6. I understand that I may expect the anticipated benefits such as improved access to care and more efficient 

evaluation and management from the use of telehealth in my care, but that no results can be guaranteed or 

assured. 

7. I understand that my healthcare information may be shared with other individuals for scheduling and billing 

purposes. Others may also be present during the consultation other than my counselor in order to operate the 

video equipment. The above-mentioned people will all maintain confidentiality of the information obtained. I 

further understand that I will be informed of their presence in the consultations and thus will have the right to 

request the following: (1) omit specific details of my medical history that are personally sensitive to me, (2) ask 

non-clinical personnel to leave the telehealth room, and /or (3) terminate the consultation at any time. 



8. I understand that my express consent is required to forward my personally identifiable information to a third 

party. 

9. I understand that I have a right to access my medication information and copies of my medical records in 

accordance with the laws pertaining to the state in which I reside.  

10. By signing this document, I agree that certain situations, including emergencies and crises, are inappropriate for 

audio-/video-/computer-based psychotherapy services. I f I am in crisis or in an emergency, I should immediately 

call 9-1-1 or seek help from a hospital or crisis-oriented health care facility in my immediate area. 

Payment for Telehealth Services 

Living Well Christian Family Clinic will bill insurance for telehealth services when these services have been 

determined to be covered by an individual’s insurance plan. These fees will be billed at the same rate as in-person 

sessions.  If insurance does not cover telehealth, the client is responsible for the payment of therapy fees.  If this is a 

hardship, client may wish to contact the therapist to discuss payment plans and options. 

We cannot guarantee payment from your insurance company. To avoid disappointment, we strongly suggest that 

clients contact their insurance company to make certain that their mental health insurance assumptions regarding 

telehealth are correct.  

Patient Consent to the Use of Telehealth 

I have read and understand the information provided above regarding telehealth, have discussed it with my 

counselor, and all of my questions have been answered to my satisfaction. 

I have read this document carefully and understand the risks and benefits related to the use of telehealth services 

and have had my questions regarding the procedure explained. I hereby give my informed consent to participate in 

the use of telehealth services for treatment under the terms described herein. 

By my signature below, I hereby state that I have read, I understand, and I agree to the terms of this document. 

 

________________________________________________   ________________________________ 

Printed Name of Client      Client DOB: 

 

________________________________________________  ________________________________  

Client Signature       Date 

 

________________________________________________  ________________________________  

Parent/Guardian Signature      Date 

 



Please refer to LWCFC Privacy Practice Notice for more information on confidential communication and HIPAA  
10/22 

LIVING WELL CHRISTIAN FAMILY CLINIC --CONFIDENTIAL CONTACT FORM 

Client Name: __________________________________ 

 

Cell Phone  ________________________________ 
   
Home Phone  ________________________________ 
   
Other Phone ________________________________ 
   
 

E-mail  _______________________________________ 
   
Address_______________________________________ 
  
 _______________________________________ 
 

Please describe any restrictions on the means and/or location you want us to use (e.g.- do not leave a message on home 
telephone number): _________________________________________________________________________________ 

__________________________________________________________________________________________________ 

__________________________________________________________________________________________________ 

 

Appointment Reminders 

As a courtesy, our office sends out appointment 
reminders prior to scheduled appointments.  Our 
cancellation policy requires 24-hour notice for 
cancelling an appointment.    

I prefer to receive my appointment reminders using:  

text message   _______________________________ 

e-mail  _____________________________________ 

I do NOT want to receive appointment reminders:   

 

 

 

 

 

Balance Notifications 

Our office is transitioning to electronic notification of 
balances due on your account.  This saves the expense 
of office printing and mailing paper statements.   

These balance notifications contain a link sent to text 
message or e-mail.  You must provide us the cell 
number and or e-mail you would like to use.  

Upon clicking the link in your notification, you are taken 
to a payment portal where you can log in to see more 
information about your charges and payments.   

I prefer to receive my balance notifications using:  

text message   _______________________________ 

e-mail  _____________________________________ 

I do NOT want to receive balance notifications, please 

mail me a paper statement:  

 

Signature: ______________________________________  Date: _________________________________________ 

If this request is by a personal representative on behalf of the individual (e.g.- minor child), complete the following: 

Personal Representative’s Name:   _____________ 

Relationship to Individual:   _____________ 



Use a computer or device with camera/microphone1

Enter your clinician’s doxy.me web address into the browser 2

Allow your browser to use your webcam and microphone

3 Type in your name and click check in

Your care provider will start your visit 

How to check in for your video visit

GETTING STARTED FOR PATIENTS

5

4

Please check in to let Dr. Stewart 
know you are here:  

Welcome.

Alexandra

Check In

Secure
No software to download
HIPAA compliant
No registration needed

https://doxy.me/RoomName

PC and Mac
Chrome | Firefox | Safari 

Android
 Chrome 

iOS 
Safari 

Start Test

Powered by

• Have a good internet connection 
• Restart your device before the visit 
• Use the            button in the waiting room 
• Need help? Send us a message     https://doxy.me        

Call Tips

Turn on webcam

Your webcam 
isn‘t enabled yet. 
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