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Unsecured Technological Communications Request and Consent Form





__________________________________     _________________      ________________       ______________
             Client Name


                     DOB

        ID #
                    Date
Caring Heart Counseling requires consent from clients to communicate with you and, if necessary, with other providers, business associates, or workforce members of Caring Heart Counseling via unencrypted technological correspondence regarding your protected health information, billing information and statements through Therapy Partner, and appointment times and dates. Technological correspondence may include emails, text messages, shared informational spreadsheets, and cloud storage systems. If a client is paying for services through insurance, or attempting to be reimbursed for services through insurance, potential unsecured correspondence with insurance clearinghouses may also occur.

The purpose of this consent form is to notify the individual of the risks associated with unencrypted correspondence. There is some level of risk that information sent via unencrypted correspondence will be read by a third party. If you consent to and request to receive information individually, and also consent to and request the unencrypted correspondence of information between business associates and other workforce members of Caring Heart Counseling regarding your protected health information, Caring Heart Counseling is not responsible for unauthorized access of protected health information while in transmission based on the individual’s request and consent. Further, Caring Heart Counseling is not responsible for safeguarding information once delivered to the individual, business associate or other workforce member of Caring Heart Counseling.

The client also acknowledges that creating a payment account with Therapy Partner may occasionally result in unencrypted correspondence regarding your statements being sent to you, a business associate, or other workforce member of Caring Heart Counseling, and by signing this consent form, you agree and request to receive this type of correspondence and agree and request to this type of correspondence between business associates and workforce members of Caring Heart Counseling. If you do not request and consent to this, the client must use an alternate system of out of pocket payment.

I have been informed of the potential risks involved in both sending and receiving unencrypted technological correspondence regarding my protected health information. I have read the preceding information and I understand my rights as a client/patient. 

· I, ___________________________, consent and request to unsecured technological correspondence between my provider and myself (the individual), business associates and Caring Heart Counseling workforce members. 

	Client/Guardian:
	
	
	
	
	

	
	Print Name
	
	Signature
	
	Date

	Clinician:
	
	
	
	
	

	
	Print Name
	
	Signature
	
	Date


 01/16
NW

