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PSYPACT Interstate Telepsychology Disclosure and Consent Agreement

Provider Information
Dr. Jeffrey E. Hansen, PhD
Licensed Psychologist
PSYPACT Authorized Provider (E.Passport/APIT)

This document supplements existing informed consent, privacy practices, financial agreements, and telehealth consent documentation.
Nature of Interstate Telepsychology Services
Telepsychology services are provided using secure electronic communication technologies. These services may include psychological consultation, psychotherapy, coaching, psychoeducation, trauma-informed interventions, and related behavioral health services conducted remotely while the client is physically located in a PSYPACT participating state.

Dr. Hansen is licensed in the State of Arizona and authorized to practice telepsychology across PSYPACT participating states through PSYPACT authorization credentials.
Client Location Requirement
The client understands and agrees that telepsychology services are governed in part by the laws and regulations of the state in which the client is physically located at the time services are rendered.

The client agrees to:
• Accurately disclose their physical location at the beginning of each session.
• Notify Dr. Hansen if their physical location changes during treatment.
• Inform Dr. Hansen if they relocate to a non-PSYPACT state.
Emergency and Crisis Procedures
Because telepsychology services are provided remotely, there may be limitations in responding to emergencies or crisis situations.

The client agrees to provide:
• A current residential address
• A reliable emergency contact
• Local emergency resource information when requested

The client understands that if there is concern regarding safety, suicidality, homicidality, abuse, medical instability, or inability to maintain personal safety, local emergency services or designated emergency contacts may be notified when clinically appropriate or legally required.

Telepsychology services are not a substitute for emergency services or crisis stabilization care.

In an emergency, clients should contact:
• 911
• Their nearest emergency room
• Local crisis response resources
Risks and Limitations of Telepsychology
The client understands that telepsychology carries certain inherent risks and limitations, including but not limited to:
• Technological interruptions
• Loss of internet connectivity
• Delays in communication
• Potential confidentiality risks associated with electronic transmission
• Reduced ability to respond physically in emergencies

Reasonable efforts will be made to maintain privacy, confidentiality, and secure communication platforms consistent with applicable professional and legal standards.
Confidentiality and Professional Records
Confidentiality protections apply to telepsychology services similarly to in-person treatment, subject to applicable legal and ethical exceptions, including:
• Risk of harm to self or others
• Abuse or neglect reporting obligations
• Court orders or legal requirements
• Other exceptions permitted or required by law

Clinical records will be maintained in accordance with applicable professional standards and legal requirements.
Continuity of Care and Appropriateness of Services
Telepsychology may not be appropriate for all individuals, conditions, or clinical situations. Referral for in-person care, higher levels of care, psychiatric evaluation, emergency services, or local treatment resources may be recommended when clinically indicated.
Client Information
Client Full Name: ________________________________________________
Date of Birth: _________________________________________________
Primary Physical Address: ________________________________________
City/State/Zip: _________________________________________________
Phone Number: _________________________________________________
Email Address: _________________________________________________
Emergency Contact Name: ________________________________________
Emergency Contact Relationship: _________________________________
Emergency Contact Phone Number: _________________________________
Nearest Emergency Room/Hospital: ________________________________
Current State of Residence: _____________________________________

Consent and Acknowledgment
I acknowledge that I have read and understand this PSYPACT Interstate Telepsychology Disclosure and Consent Agreement. I have had the opportunity to ask questions regarding the nature, risks, benefits, and limitations of interstate telepsychology services.

I voluntarily consent to participate in telepsychology services provided by Dr. Jeffrey E. Hansen, PhD under PSYPACT authorization.


Client Signature: _____________________________________   Date: __________________
Printed Name: _________________________________________

Provider Signature: ___________________________________   Date: __________________
Dr. Jeffrey E. Hansen, PhD







Page 2 of 2

image1.png
D

NEUROFAITH® LLC
Dr. Jeff





image2.png
NEUROFAITH® LLC





