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Statement of Understanding:  Psychological Services


Name of Client:	________________________________________________

What do Psychologists do?
Psychologists collaborate with individuals facing challenges, assisting them in understanding their experiences and discovering strategies to overcome obstacles and enhance their well-being. They offer support to individuals, couples, families, and groups alike. 

Confidentiality
All information that may arise from an assessment or therapy will be regarded as strictly confidential, not to be divulged to any other party, with the following exceptions:
a.	When you provide written consent;
b.	When need-to-know feedback to the referrer and treating professionals is required;
c.	When the life or safety of yourself or someone else is seriously threatened due to your state of mind or your stated or implied intent;
d.	When a child is considered at risk (as defined by the Child Care Act); and
e.	When disclosure of information is required by law or the psychologist is ordered by a competent court to do so.
Fees:
a.	Your account will be submitted to your medical aid on your behalf. However, should this account not be paid, you will be held responsible for the account.
b.	You hereby give permission that the diagnostic codes (ICD 10 codes) may be disclosed on statements send to my medical aid. 
c. 	You are required to communicate to the psychologist within latest 2 hours before your appointment slot, should you have reason to miss an appointment booked. Failure to do so, the session will be charged. 




Consent
By signing this document, you consent to: 
1) The assessment and/or therapy by the psychologist, as explained to you.
2) That the information sheet listing your patient and medical aid details, can be provided to the psychologist.
Should the status of your consent change at any time, you should inform the therapist accordingly.

This Statement of Understanding has been explained to me and I understand and agree to the above conditions.

Signature __________________					Date: _______________


Informed Consent for Online Counselling

Since the outbreak of the Covid-19 Coronavirus in South Africa in March 2020 and the call by the president for a lockdown on the 23rd March 2020 in order to prevent spread of the virus, we have begun offering online psychotherapy (Please find accurate information about the virus and transmission of the virus through the NICD (http://www.nicd.ac.za/). 
At that time of covid lockdown (as stated above) and at the current time of signing this document, it is recommended that psychologists use the online platform called Zoom for their online consultations; as it is more secure than other platforms and sessions can be password protected. If we gain any more updated information on best practice, we will keep you informed. 
Online therapy utilizes the Internet for the transmission of personal information and therefore there are increased risks to confidentiality, and it cannot be guaranteed. Please consider password protecting the devices you use.
We will make sure that your information remains secure and only available to the therapist offering the session. When the therapist is in contact with you, he/she will ensure that he/she is in a confidential and private space where no one else can hear or see the online interaction. Please can you make sure that you are also in a confidential space where no one else can see or hear your interaction.
Disruptions can occur when using the internet to communicate. Should our communication be disrupted, the therapist will immediately attempt to reconnect and resume the session. However, if the therapist is repeatedly unable to reconnect for 10 minutes, the session will be rescheduled (via email) to a later date once connectivity is resumed.
Please note that you have the right to withhold or withdraw consent at any time without affecting your right to future care or sessions.
In the event that we cannot provide you with the hard copy of this consent form, please can you respond that you agree on this email and consent to online therapy.

By consenting you agree to the following:

· I agree that I am aware that I am responsible for securing my computer hardware, internet access points, and password security 
· I am responsible for making sure that when the consultation takes place, I am in a safe, confidential, quiet and private place 
· I am responsible for my equipment and do not hold the therapist liable for equipment failure, e.g. camera, and/or Internet service.
· I agree that I am not allowed to make an audio or video recording of any portion of the session. 

The laws that protect the confidentiality of any medical information also apply to online psychotherapy. Information about you will only be released with your express written permission, with the exceptions of the following cases: 
· If the therapist determines risk of self-harm 
· If the therapist determines risk of harm to others 
· If the therapist is informed about or suspects abuse, neglect, or exploitation of a minor or of an incapacitated adult 

Online psychotherapy may not be appropriate for clients who are actively suicidal or homicidal, or clients who are experiencing acute mental health problems, such as manic or psychotic symptoms. If you have one of these experiences you may be referred to a hospital.
It can be difficult to deal with emergency crisis situations when using online therapy as the therapist and client are often in separate locations. Please can you provide the contact details of a local family or friend and a local medical practitioner who can be contacted in the case of an emergency. 
By signing this consent form, you also consent to:
· I agree that in the case of an emergency where there is a threat of harm that the following persons can be contacted.
· I understand the risks and limitations to online psychotherapy. 
· I agree to this consent form, and I agree to abide by its content. 

Privacy Policy
Should you wish to have access to our full privacy policy explaining the collection, use, retention, and disposal of private information, please ask your psychologist for a copy. 

Even if you are unable to sign this form, please complete all other information: 

Full Name and Surname: _____________________________________________			                                                                                           
Your contact number: 	____________________________				
Name of emergency contact person (Friend/family):                __________________________       	
Their contact number/s: _______________________________________				
Signature __________________
Date ____________________












Client / Patient In-take Form

Client / Patient Details:
	Surname:
	

	Names:
	

	Title:
	

	ID Number:
	

	Address:
	

	
	

	
	

	Cell Phone Number:
	

	Email Address:
	



Medical Aid & Main Member Details:
	Main Member Name and surname: 
	

	Main Member ID nr:
	

	Medical Aid Name:
	

	Medical Aid Number:
	

	Package:
	

	Patient Dependant Code:
	









Emergency Contact Details / Referral Contact Details:

	Name and Surname:
	

	Relationship:
	

	Address:
	

	
	

	
	

	Cell Phone Number:
	

	Additional Contact:
	




Agreement to Services Rendered:
· I accept liability according to the medical scheme scale of benefits for appointments not cancelled 24 hours prior to the arranged time
· I remain liable at all times for payment of the account

[bookmark: _heading=h.gjdgxs]I Declare that the details provided is correct:
	Signature of Patient / Client:
	

	Signature of Parent or 
Legal Guardian (if under 18):
	

	Date:
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