Attachment Healing Center

Telemedicine Voluntary Agreement and Consent to Treatment

This agreement contains terms concerning the client’s request for voluntary treatment and provides the Attachment Healing Center (herein known as the Center) with consent to render treatment through telemedicine. This voluntary agreement and consent to treat is in addition to the initial Voluntary Agreement and Consent to Treatment the client signed during the initial assessment. The terms of this agreement are binding on the client. This document should be read carefully. You are encouraged to ask questions you might have concerning the terms of this contract.
We use doxy.me as our telemedicine online format. The client will need access to the internet along with a device that can access the internet in order to participate in therapy through telemedicine. Doxy.me is being offered as a free service. The client is responsible for any costs associated with connecting to the free service of doxy.me. 
I understand it is my responsibility to ensure that I am in a safe location where I can protect my confidentiality. I understand that the limits of confidentiality still apply to Tele-Health. I understand I will provide my current location address and phone number at the beginning of each session, in case of an emergency.

I understand that I will be responsible for any co-pays, co-insurances or deductibles that apply to my tele-health visit. I will put a credit card authorization on file to pay these fees.

I can choose to not use Tele-Health at any time. I will fill out a form from AHC office.

Pursuant to New Mexico State law governing joint custody (§ 40-4-9.1 J (3)), with my initials below, I agree to obtain permission from the child’s parent with whom I share joint custody that acknowledges their agreement and support of the decision to obtain therapeutic services for our child.  
__________________________

                                                                                                            (Please Initial)
My typed name represents my signature of authorization.

Client signature ___________________________________________________ Date ___________
Parent/Guardian signature___________________________________________ Date____________

Therapist signature ________________________________________________ Date ___________
**PLEASE EMAIL THIS SIGNED FORM AUTHORIZING CONSENT TO info@nrguide.com
Revised 3/18/20


