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Therapist Communication
From time to time, I may need to communicate with you outside of our sessions together to discuss scheduling, payment, or other issues related to your treatment. To respect your privacy, it is important for me to understand your communication preferences.
Please complete this form after reading the “Email, Texting, and Electronic Payment Risks” document.
Please indicate your openness to receive communication from me via the following methods:
Phone
[bookmark: _Hlk105576498]My Home Phone Number is _________________
[bookmark: _Hlk147312336]☐ I authorize my therapist to call me at this number
☐ I authorize my therapist to leave messages for me at this number
My Cell Phone Number is _________________
☐ I authorize my therapist to call me at this number
☐ I authorize my therapist to leave voice messages for me at this number
☐ I authorize my therapist to leave text messages for me at this number
Email
My Email Address is: ______________________

Additional Information About Unencrypted Communications: I value your privacy and take appropriate steps to preserve the confidentiality of information shared between us. However, it is important to be aware that certain risks may still be present when communicating via unencrypted text or email, such as technological failures or unintended access by third parties. 
☐ I understand the information above and authorize my therapist to communicate with me via unencrypted text using the cell phone number I provided.
[bookmark: _Hlk105578635]☐ I understand the information above and authorize my therapist to communicate with me via unencrypted email at the email address I provided.
Paper Mail
[bookmark: _Hlk105598463]My Home Address is: ________________________________________________________________
☐ I authorize my therapist to send necessary, treatment-related information to me at this address.
Additional Communication Information and Preferences
Please feel free to inform me if there are additional communication preferences you would like for me to be aware of, or if you do not wish to be contacted at a particular time, place, or by a particular means. 
I will do my best to honor your communication preferences, but please be aware that in certain instances, such as emergency circumstances, I may need to reach you through other methods.
CONSENT FOR TRANSMISSION OF PROTECTED HEALTH INFORMATION BY NON-SECURE MEANS
Complete this section only if you choose to receive email and/or texts:
I,  __________________________________________ consent and authorize Kate Reeves, MA, LMFT
(name of client)
to use unsecured email, text, or other means of unsecured electronic communication to transmit to me the following protected health information related to my health records and health care treatment: 
___ Information related to the scheduling of meetings or other appointments
___ Information related to billing and payment
___ Information of a therapeutic or clinical nature, including discussion of personal material relevant to my treatment (check here if email only: ___)
___ My health record, in part or in whole, or summaries of material from my health record
(check here if email only: ___)
___ Other information. Describe: ______________________________________

TERMINATION
___ This authorization will terminate _____ days after the date listed below.
OR
___ This authorization will terminate when I revoke my consent.
I have been informed of the risks, including but not limited to my confidentiality in treatment, of
transmitting my protected health information by unsecured means. I understand that I am not
required to sign this agreement in order to receive treatment. I also understand that I may
terminate this authorization at any time.

____________________________________________________________________________
Print					Signature	 		Date



Emergency Contacts
It is critical for me to know who I can contact in the event that you are experiencing a medical or psychiatric crisis or other emergency circumstances. 
Please identify these individuals in the space provided below:

Emergency Contact 1
Name ___________________________
Relationship to Patient _________________
Home or Cell Phone Number _________________

Emergency Contact 2
Name ___________________________
Relationship to Patient _________________
Home or Cell Phone Number _________________


_____________________________________________________________________________________
Name of Client 			Signature 			Date

