
 

 
This
and/
care
offic
 
Dec
We 
pand
have
issu
teleh
 
If yo
will 
teleh
that 
 
Risk
You
othe
rides
 
You
To o
(you
poss
teleh
know
und
 





 


 

Telepho

  

INFORMED

s document
/or resume
efully and l
cial agreem

cision to M
have agre
demic or if 
e concerns
es. You un
health for e

ou decide a
respect th

health serv
is an issue

ks of Optin
 understan

er public h
sharing ser

ur Respons
obtain serv
u, me, and
sible death
health arran
w and you

derstand an

 You will 
 

 You will
Fahrenh
appointm
you our 

 You will 

1
• 

one: (336) 27

 

D CONSEN

t contains im
e in-person
et me know
ent betwee

eet Face-to
ed to meet
other healt

s about me
nderstand 

everyone’s w

at any time 
at decision

vices, howe
e we may al

ng for In-Pe
nd that by c
health risk)
rvice. 

sibility to M
vices in per
 our famili
. If you do 
ngement.  I

u will not b
nd agree to

only keep 

l take your
heit or more
ment or pro
normal can

wait in you

1501 Highwo
  1777 Fordh

72-0855     Gr

  

NT FOR IN-

mportant in
 services 
w if you ha

en us.  

o-Face 
t in person
th concerns
eeting throu
that, if I be
well-being. 

that you w
n, as long 
ever, is also
lso need to

erson Serv
coming to t
. This risk

Minimize Y
rson, you a
es, my oth
not adhere
If you are il
be charged
o these act

your in-per

r temperat
e), or if yo

oceed using
ncellation fe

ur car or out

oods Blvd., S
ham Blvd., S
reensboro Fa

carolinap
 

-PERSON S

nformation a
in light of
ave any qu

 for some
s arise, how
ugh telehea
elieve it is
 

would feel s
as it is fe

o determine
o discuss.  

vices 
the office, y

k may incre

our Expos
agree to ta
her staff, a
e to these s
l and have
 for a mis
tions: 

rson appoin

ure before
ou have oth
g telehealth
ee. __ 

tside no ea

Suite 101, Gr
Suite 202-1, C
ax: (336) 272
sychologica
  

SERVICES
CRISIS 

about our d
the COVID

uestions. W

or all futur
wever, I ma
alth, we wi

necessary

afer staying
easible and
ed by the in

you are as
ease if yo

sure 
ke certain

and other c
safeguards,
an in-perso

ssed appoin

ntment if yo

coming to
her sympto
h.  If you w

arlier than 5

�
reensboro, N
Chapel Hill, N
2-9885     Cha
al.com 

  

S DURING 

decision (yo
D-19 public
When you s

re sessions
ay require th
ll talk abou

y, I may de

g with, or r
d clinically
nsurance co

ssuming the
ou travel b

precaution
clients) safe
, it may res
on appointm
ntment. Ini

u are symp

o each app
oms of COV
ish to canc

 minutes be

�
NC  27410    
NC  27514 
apel Hill Fax

  

COVID-19 

ours and m
c health cr
sign this do

s. If there i
hat we mee
ut it first an
etermine th

returning to
appropriate
ompanies a

e risk of ex
by public tr

s which wi
er from ex
sult in our s
ment sched
itial each 

ptom free. _

pointment. 
VID-19, yo
cel for this r

efore our a

: (919) 238-7

  

PUBLIC H

ine) to beg
risis. Pleas
ocument, it

s a resurge
et via telehe
nd try to a
hat we beg

o, telehealth
e. Reimbur
and applica

xposure CO
ransportatio

ll help kee
xposure, sic
starting / re
duled, let yo
to indicat

___ 

If it is ele
u agree to
reason, I w

ppointment

000 

 

EALTH 

in, continue
e read this
t will be an

ence of the
ealth. If you

address any
gin/return to

h services,
rsement fo
able law, so

OVID-19 (o
on, cab, o

ep everyone
ckness and
turning to a
our provide
e that you

evated (100
 cancel the

won’t charge

t time. ___

e 
s 
n 

e 
u 
y 
o 

I 
r 
o 

r 
r 

e 
d 
a 
r 

u 

0 
e 
e 



 In accordance with CDC guidelines, you will wear a mask in all public areas of the office (I and 
my staff will too). ___ 

 
 You will wash your hands or use alcohol-based hand sanitizer when you enter the building. 

___ 
 

 You will adhere to the safe distancing precautions we have set up in the waiting room and 
testing/therapy room. For example, you won’t move chairs or sit where we have signs asking 
you not to sit. ___ 

 
 You will keep a distance of 6-10 feet and there will be no physical contact (e.g. no shaking 

hands) with me or staff. ___ 
 

 You will try not to touch your face or eyes with your hands. If you do, you will immediately 
wash or sanitize your hands. ___ 

 
 If you are bringing your child, you will make sure that your child follows all of these sanitation 

and distancing protocols. ___ 
 

 You will take steps between appointments to minimize your exposure to COVID-19. ___ 
 

 If you have a job that exposes you to other people who are infected, you will immediately let 
me and my staff know. ___ 

 
 If your commute or other responsibilities or activities put you in close contact with others 

(beyond your family), you will let me and my staff know. ___ 
 

 If a resident of your home tests positive for the infection or shows symptoms, you will 
immediately let me and my staff know and we will then begin/resume treatment via 
telehealth.___ 
 

I may change the above precautions if additional local, state or federal orders or guidelines are 
published. If that happens, we will talk about any necessary changes. 
 
My Commitment to Minimize Exposure 
My practice has taken steps to reduce the risk of spreading COVID-19 within the office and we have 
posted our efforts on our website and in the office. Please let me know if you have questions about 
these efforts.  
 
If You or I Are Sick 
You understand that I am committed to keeping you, me, my staff and all of our families safe from the 
spread of this virus. If you show up for an appointment and I or my office staff believe that you have a 
fever or other symptoms, or believe you have been exposed, I will have to require you to leave the 
office immediately. We can follow up with services by telehealth as appropriate. 
 
If I or my staff test positive for COVID-19, I will notify you so that you can take appropriate 
precautions.  
 
Your Confidentiality in the Case of Infection 
If you have tested positive for COVID-19, I may be required to notify local health authorities that you 
have been in the office. If I have to report this, I will only provide the minimum information necessary 



for their data collection and will not go into any details about the reason(s) for our visits.  By signing 
this form, you are agreeing that I may do so without an additional signed release. 
 
Informed Consent 
This agreement supplements the general informed consent agreement that we agreed to at the start 
of our work together. 
 
 
Your signature below shows that you agree to these terms and conditions.  
 
 
 
_________________________    _________________________ 
Client         Date 
 
 
 
_________________________    _________________________ 
Clinician        Date 
 


