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TELEHEALTH CONSENT FORM 

 
Client Name:             Date of Birth:                   
 

 
Permanent Address:                                  Cell & Home Telephone #:                   
  
As a client of The Emily Program, I understand it is possible that at some point in my treatment, services will be provided 
via Telehealth, as described below.  I understand and agree to the following with respect to use of The Emily Program’s 
Telehealth services: 
 

1. I understand that Telehealth is health/mental health services provided by The Emily Program via interactive audio 
and video technology while the provider is at a different location than me.  Telehealth may be provided by The Emily 
Program’s physicians, psychiatrists, psychologists, social workers, or other licensed professionals.  

2. I understand that these Telehealth services may involve the communication of my health information, orally and 
visually, to health care practitioners.  Specifically, I understand that Telehealth services include, but are not limited 
to, consultation, treatment, and transfer of health data using interactive audio and video. I also understand that 
some or all Telehealth sessions may be recorded, stored, or archived for quality and training purposes.  The laws 
that protect the confidentiality of my health information apply to these services the same as in-person services. As 
such, I understand that the information disclosed by me during any Telehealth session is generally confidential. 
However, there are both mandatory and permissive exceptions to confidentiality. 

3. I understand that there are risks and consequences of using these services including, but not limited to, the 
possibility that, despite The Emily Program’s reasonable efforts, the transmission of my health information could be 
disrupted or distorted by technical failures and/or the transmission of my health information could be intercepted or 
accessed by unauthorized persons.  I agree that Telehealth is appropriate for my circumstances despite these risks.  
I understand that when I receive Telehealth services from a location other than at The Emily Program, my own 
device and internet connectivity may impact the quality of the services and that The Emily Program does not have 
control over my end of the transmission. 

4. I understand that Telehealth services may not be the same as in-person services, where non-verbal communication 
(body signals) are readily available to both provider and client. The Emily Program Telehealth provider will further 
discuss this limitation with me should I receive Telehealth services.  I also understand that, if my provider believes I 
would be better served by another form of therapeutic services (e.g., in-person services) I will be referred to a 
professional who can provide such services in my area. 

5. If our Telehealth session abruptly terminates, The Emily Program provider will immediately call me at the number(s) 
listed above.  Together we will either attempt to regain the contact via the Telehealth technology or, if unable to do 
so, either reschedule or finish the service via telephone.  

 
I have read and understand the information provided above. I have asked The Emily Program any questions I had and all 
of my questions have been answered to my satisfaction.  I hereby consent to participate in Telehealth services under the 
terms described above. 
 
Client Signature: _______________________________________________________ Date:  ____________________ 
 
 
Parent/Guardian Signature: ______________________________________________  Date: _____________________ 
 











http://www.emilyprogram.com/
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Level of Care for Procedure Reference: 

Residential 

Partial 

Intensive Outpatient 

Outpatient  

 
CLIENT RIGHTS AND RESPONSIBILITIES – MINNESOTA 

 
PURPOSE STATEMENT 
The Emily Program (TEP) is committed to providing high quality, respectful, and compassionate care for those working 
to overcome difficulties with disordered eating and related concerns. 
 
POLICY 
Clients (and their legal guardian, if applicable) will be informed of their rights and responsibilities as a client of TEP and 
will be ensured appropriate venues for addressing any concern regarding their rights and responsibilities.  
 
PROCEDURE 

1. Explanation of Rights – Each client and their legal guardian, if applicable, will be given a written statement of 

rights and responsibilities as a client of The Emily Program.  
2. Written Statement of Resident Rights and Responsibilities – A written copy of TEP Client Rights and 

Responsibilities shall be posted in the common reception area at each TEP facility.  

3. Informed Consent –The right to give full informed consent to services prior to commencement. 

4. Client Rights are as follows – 

a. Be treated with courtesy, dignity and respect for your individuality by those providing services and to 
receive courteous, considerate care and professional services;  

b. Be free from discrimination or exploitation due to age, race, color, creed, religion, national origin, sex, 
marital status, disability, sexual orientation and public assistance status while seeking services;  

c. Be free from maltreatment or abuse as defined by the Vulnerable Adults Protection Act or 
Maltreatment of Minors (Minnesota Statutes section 626.5572, subdivision 15 or section 626.556);  

d. Personal privacy, individuality and cultural identity; privacy will be respected by all staff;  
e. Confidentiality of records and other protected health information, consistent with the requirements of 

state and federal law, and as defined in TEP’s “Notice of Privacy Policy & Practices”;  
f. Be informed that some information from clinical files (with your name removed) may be used for 

purposes of research, program evaluation, or training;  
g. Receive accurate information about TEP, its practitioners, services, clinical guidelines, and client rights 

and responsibilities;  
h. Expect that all practitioners meet training and experience qualifications required by state law, and 

continually work toward maintaining expertise in providing clinical services to individuals seeking 
eating disorder treatment;  

i. Be informed of the cost of professional services before receiving the services;  
j. Receive information about your diagnosis and summary information of completed questionnaires in 

sufficient time to help facilitate and participate in an informed way in the decision-making process 
regarding your treatment;  

k. Receive individualized treatment, including initial assessment; a collaboratively developed treatment 
plan; periodic treatment plan reviews; and a treatment plan supervised and carried out by competent, 
qualified and experienced professional clinical staff;  

l. Have family members or significant others participate in the planning of your treatment;  
m. Refuse treatment or care recommended by a practitioner;  
n. Provide recommendations or suggestions about TEP to the agency director.  
o. Voice concerns, grievances or appeals about TEP or a staff member to the Executive Chairman as 

outlined in TEP’s Grievance Policy and Procedures (posted in the lobby and available upon request);  
p. Contact Minnesota licensing boards for public data on licensed therapists, or to report practitioner 

specific complaints:  
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− MN Board of Psychology, 2829 University Ave SE, #320, Minneapolis, MN 55414-3237 Phone 
(612) 617-2230 
− MN Board of Social Work, 2829 University Ave SE, #340, Minneapolis, MN 55414-3239, Phone 
(612) 617-2100 
− MN Board of Marriage & Family Therapy, 2829 University Ave SE, #400, Minneapolis, MN 
55414-3222, Phone (612) 617-2220 
− MN Board of Behavioral Health and Therapy, 2829 University Ave SE, #210, Minneapolis, MN 
55414-3250, Phone (612) 617-2178 
− MN Board of Medical Practice, 2829 University Ave SE, #500, Minneapolis, MN 55414-3250, 
Phone (612) 617-2130 
− MN Board of Nursing, 2829 University Ave SE, #200, Minneapolis, MN 55414-3250, Phone 
(612) 617-2270 

5.  Residential Client Rights – 
a. Right to Utilize or Participate in Resident Council - Community Meeting occurs weekly and is intended 

for residents to share their thoughts and feelings about the TEP program. Residents are encouraged to 
share thoughts about areas of growth and improvement for the program, as well as thoughts about 
what areas of the program are working well for them. Minutes of these meetings are shared with the 
TEP Treatment Director. This input, along with discharge and annual client satisfaction surveys, is 
utilized for making policy and programmatic changes.    

b. Right to Compensation for Labor - Residents are expected to participate in typical household chores 
such as cleaning and laundry that would be typically performed in their own home in the community or 
that are activities included in the TEP program for goal-related therapeutic purposes. Any resident 
performing labor outside of these usual household chores will be compensated appropriately and in 
compliance with applicable state and federal labor laws, including minimum wage and minimum wage 
reduction provisions.  

c. Physician/Health Care Provider Appointments - Residents are allowed to see their health care provider 
(physician, chiropractor, therapist, etc.) at any reasonable time. Residents must inform TEP 
Residential staff of any scheduled appointments so that the resident’s program schedule can be 
altered to accommodate the appointment.  

d. Images of Residents - For the purpose of identification, each resident has a photograph taken upon 
admission. This photograph is used only for the purpose of identification. If photographs or videos are 
taken or requested for any other purpose, a resident must provide written consent/release. This 
consent is placed in their treatment record.  

e. Telephone Use - Residents have access to a facility telephone for incoming, local and long-distance 
outgoing and emergency calls. There is a specified resident telephone line for messages.  

f. Mail - Residents may receive mail at the facility. Mail is uncensored. If a resident requests support 
around receiving and/or opening of mail, this support will be given and documented in their treatment 
record.  

g. Right to Privacy - Each resident has the right to privacy, individuality, and cultural identity. Privacy will 
be respected by all staff.  Bedroom doors will be shut when privacy is needed for changing, and staff 
will knock and/or notify the resident before entering. Residents will receive privacy while toileting, 
bathing, and other personal hygiene activities, except as needed for resident safety, support, or 
assistance. 

h. Visitors - Residents may receive visitors during posted visiting hours. They may receive visits from 
physicians and or other health care professionals, religious advisors or attorneys at any time. Visits 
with individuals other than those specified above outside of posted visiting hours can be arranged by 
the resident in conjunction with TEP staff.  Any limitations on a resident’s visits may only be imposed 
by the Treatment Director and only for the purpose of safeguarding the resident from harm. Such 
limitations will be fully documented in their treatment plan.  If a child is at TEP on a case plan or out-of-
home placement, limitations may not be placed on the resident’s right to reasonable communications 
and visitation with adults outside of the facility including parents, extended family members, siblings, a 
legal guardian, a caseworker, an attorney, a therapist, a physician, a religious advisor or case 
manager. 

i. Right to Retain Possessions - Residents will retain and use clothing and other personal possessions 
as space permits in their room. Items that may compromise the safety, health, and well-being of the 
resident or other residents as well as individual valuables may be stored in the individually-accessed 
locked cabinets in the nursing center or in the centrally locked storage space of the TEP. 
Documentation regarding items that are locked in either of these areas due to medical, safety or 
programmatic reasons or concerns will be included in the resident’s treatment record. Residents are 
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encouraged to request support from staff when they feel unsafe with any particular item, which may 
result in the item being placed in a locked storage area.  

j. Compensation for Lost or Stolen Items - The Emily Program retains the right to determine on an 
individual case basis whether or not to provide compensation for any lost or stolen items.    

k. Freedom from Maltreatment - Residents will be free from maltreatment under the Vulnerable Adults 
Protection Act (626.5572, subdivision 15) and Maltreatment of Minors (626.556).  Any maltreatment of 

a vulnerable adult shall be reported to Ramsey County Adult Protection Intake at 651-266-4012 or 
after regular office hours to Emergency Social Services at 651-291-6795. Any maltreatment of a minor 
shall be reported to Ramsey County Child Protection Services at 651.266.4500. The Ramsey County 
Suspected Child Maltreatment Reporting Form shall be completed and a copy is included with this 
policy.   

l. Education – Residents who are of school age (under 18 years old who have not yet obtained a high 
school diploma or GED, under 22 and on an IEP) have the right to receive a public education.  
Educational services are provided onsite in collaboration with the Saint Paul Public School District. 

6.  Client Responsibilities – 
                    As a client of TEP, you have the responsibility to:  

a. Openly share the concerns that brought you to seek treatment, and to provide, to the extent possible, 
information that TEP staff needs in order to provide optimal care for you;  

b. Treat other clients and client information with respect and confidentiality; client and treatment 
information learned in various treatment settings must be kept private and confidential;  

c. Participate, to the degree possible, in understanding your behavioral health problems, developing 
mutually agreed upon treatment goals, and engaging in treatment;  

d. Actively work toward your treatment goals and participate in your recovery process;  
e. Keep scheduled appointments and give at least 24 business hours prior cancellation notice when 

unable to keep your appointment. A pattern of failed appointments may result in discontinuation of 
services;  

f. Be aware that not following treatment recommendations may compromise your health and safety, 
including leading to very serious medical and psychological consequences;  

g. Notify your therapist if your condition worsens or if you are having difficulty keeping yourself safe. In a 
crisis situation, if you are unable to reach your therapist during regular working hours or if the agency 
is closed, assistance is available by calling:  

− Hennepin County Crisis Center…………………Adult: 612-596-1223, Child: 612-348-2233   
− Ramsey County Emergency Service…………………………………………….651-291-6795  
− Suicide Prevention Center……………………………………………………..…612-347-2222  
− 911 or going to the nearest emergency department  

 

REFERENCES  
Notice of Privacy Practices 
Grievance Policy and Procedures 
 
APPENDIXES 
None 
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What to ask your insurance company 
 

Verifying your health insurance coverage can be confusing! The Emily Program recommends that you contact your 
insurance company if you are considering starting treatment with us. You should also verify benefits once a year or 
whenever your policy changes. 
   

This form will help you know what to ask about coverage at The Emily Program. Make sure to get answers to all of the 
questions below. Even if you don’t need all of the services below today, TEP wants you to know your benefits for any 
services you may need in the future (i.e. a dietitian or medical doctor) or if you need a higher level of care.  
 

You can also use this form during your open enrollment period when you’re reviewing your health insurance options and 
selecting a new plan (whether you’re going through your state’s exchange or your employer).  
 

To ensure you get all the information you need from your conversation to verify benefits, we have included a phone script 
below. Have the following information ready before you begin your call (including these 4 questions for current TEP 
clients). If you don’t know your providers’ names, feel free to call us at 1-888-364-5977 or stop by our front desk. 
 
Have this information ready before you call: 
These 4 questions for current clients only: 
  1) My individual therapist’s name     ________________________________ 
  2) My dietitian’s name       ________________________________ 
  3) Other providers I see for group, medical or psychiatry services  ________________________________ 
  4) Program I’m currently in      IOP / PHP or IDP / Residential  

(circle, if applicable) 
 

Insurance Verification Form and phone script 
Today’s date         ________________________________ 
Representative’s name       First: _____________ Last initial: _____ 
Insurance company name      ________________________________ 
Customer service phone number     ________________________________ 
 

Phone script: “I’m going to The Emily Program for help with my eating disorder and am calling to verify my benefits. 
First, I’d like general information about my plan.” 
 

Policy effective date       ________________________________ 
Office visit co-pay       ________________________________ 
Deductible        ________________________________ 
Out of pocket maximum  (OOP max)     ________________________________ 
Do my deductible, co-pays & co-insurance apply toward my OOP max? ________________________________ 
How much of my deductible have I spent this year?    $_______________________________ 
Do I need a referral to go to TEP?     Yes / No (circle one) 
If yes, who needs to refer me?      ________________________________ 
Is The Emily Program in-network?      Yes / No (circle one) 
 
Intake 
(Tell the representative that TEP uses CPT code 90791 for diagnostic assessment.) 
What’s my co-pay / co-insurance (circle one)?    $ ______________________________ 
Is there a limit on the number of diagnostic assessments per year? Yes / No (circle one) 
If so, how many diagnostic assessments per year?   ________________________________ 
Is authorization required for diagnostic assessments?   Yes / No (circle one) 
Are intake evaluation services delivered via Telehealth covered?  ________________________________ 
         Yes / No (circle one) 
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Psychological testing 
(Tell the representative that The Emily Program uses psychological testing for some clients.) 
Is there a limit on the number of units of psychological testing per year? Yes / No (circle one) 
If so, how many units of psychological testing per year?   ______________________________ 
Is authorization required for psychological testing?                                     Yes / No (circle one) 
 
Individual therapy 
(Tell the representative that TEP uses CPT codes 90834 and 90837 for these services.) 
What’s my co-pay / co-insurance (circle one)?    $ _____________________________ 
Is there a limit on the number of sessions per year?   Yes / No (circle one) 
If so, how many individual therapy sessions per year?   ______________________________ 
Is authorization required for individual therapy?    Yes / No (circle one) 
 
Group therapy 
(Tell the representative TEP uses CPT code 90853 for this service.) 
What’s my co-pay / co-insurance (circle one)?    $ _____________________________ 
Is there a limit on the number of groups per year?   Yes / No (circle one) 
If so, how many group therapy sessions per year?   _______________________________ 
Is authorization required for group therapy?    Yes / No (circle one) 
 
Medical / Psychiatry 
What’s my co-pay / co-insurance (circle one)?    $ ______________________________ 
Is there a limit on the number of sessions per year?   Yes / No (circle one) 
If so, how many individual medical / psychiatry sessions per year? _______________________________ 
Is authorization required for medical / psychiatry sessions?  Yes / No (circle one) 
Are medical / psychiatric services delivered via Telemed covered? Yes / No (circle one) 
 
Dietitian (RD) services 
Am I covered for RD services under mental health benefits (not medical)?      Yes / No (circle one) 
What’s my co-pay / co-insurance (circle one)?    $ _____________________________ 
Is there a limit on the number of sessions per year?   Yes / No (circle one) 
If so, how many RD therapy sessions per year?    _______________________________ 
Is authorization required for dietitian services?    Yes / No (circle one) 
 
Intensive Outpatient Program (IOP) 
What’s my co-pay / co-insurance (circle one)?    $ _____________________________ 
Is there a limit on the number of days per year?    Yes / No (circle one) 
If so, how many IOP days per year?     ______________________________ 
Is authorization required for IOP services?    Yes / No (circle one) 
 
Partial Hospitalization Program (PHP) 
What’s my co-pay / co-insurance (circle one)?    $ _____________________________ 
Is there a limit on the number of days per year?    Yes / No (circle one) 
If so, how many PHP days per year?     _______________________________ 
Is authorization required for PHP services?    Yes / No (circle one) 
 
Residential Treatment Program 
What’s my co-pay / co-insurance (circle one)?    $ _____________________________ 
Is there a limit on the number of days per year?    Yes / No (circle one) 
If so, how many residential days per year?    _______________________________ 
Is authorization required for residential?     Yes / No (circle one) 
 

NOTES: 

_______________________________________________________________________________________________ 

_______________________________________________________________________________________________ 

_______________________________________________________________________________________________ 




