[bookmark: _GoBack][image: ]           CONSENT FORM for PARTICIPATION
in the ONLINE MBCT GROUP
Only group participants who have submitted a signed online consent form outlining risks of working digitally will be allowed to participate in the group.

This Consent form serves to inform you of the MBCT group guidelines.   Your signature is requested as an acknowledgement of these guidelines and as an agreement to adhere to the guidelines in order to maintain a safe group experience and to protect all participants’ confidentiality.  Because this MBCT group is online, there are particular expectations and regulations that also need to be reviewed and adhered to for the safety and confidentiality of the group.  If there are any particular concerns you have regarding group safety and confidentiality after reading this document, I request you let me know during our first group meeting to review with the group.

MBCT group is designed for individuals who are struggling or have struggled in the past with depression and/or anxiety and would like to enhance their coping skills to avoid relapse of these symptoms.  If you are interested in participating in the MBCT group, you must first complete a screening by Dr. Sidney Edsall, the group facilitator, to confirm if MBCT is an appropriate treatment in consideration of your symptoms.  

Because this MBCT group is located in a virtual online space, and group participants and group facilitators are not physically in the same location.  Often times we may not even be in the same city.  It is therefore requested that all group participants provide me, the group facilitator, with a local emergency contact person prior to starting the MBCT course.  You can consider various options as your emergency contact, such as friend and/or loved one in your support network, a local clergy person, or perhaps even a nearby police station location if you live in a more remote location.  Emergency contacts will only be contacted if there is a particular safety concern or emergency that needs to be addressed. More specifically, if there is any concern regarding harm to you or to someone else, I have an obligation to take action and will contact your provided emergency contact person.  

In addition, this MBCT group may challenge your ideas about how to effectively manage depression and anxiety.  Although it is not the intent of the group, it may at times be triggering, as we consider new ways to approach your thoughts and feelings.  Because of this, and because the group format does not include much individual time to process any triggering events or experiences, it is an expectation that all group participants have a local behavioral health provider (either a psychiatrist and/or therapist) who can be available during the 8-week span of the MBCT group. Participants will only be allowed to participate in the group if they are able to provide the contact information of this local behavioral health provider.  If I am your provider, then please acknowledge this on your “Local Behavioral Health Provider Contact” section of your Contact Form.  I may contact your Behavioral Health provider in order to review your psychiatric history and confirm MBCT is an appropriate treatment for your symptoms at this time.  For example, individuals who are actively using recreational drugs and/or alcohol are not generally considered appropriate for MBCT group participation and are advised to focus their care on substance use concerns first.  Also, individuals experiencing psychotic symptoms are generally advised to use other treatments apart from MBCT group.  There may be other considerations that need to be taken into account when considering MBCT participation, and will be evaluated on an individual basis.  

All participants’ health history, contact information for participants, and associated contacts remains confidential.  This data remains stored in a HIPPA-protected and secured healthcare record.  

In consideration of the virtual online space of the group, it is requested that all participants keep their video “ON” while in attendance of the group.  For safety reasons, it is important the group facilitator can see you throughout the entirety of the group.  And, for community building reasons, it is important for you to see everyone in the group and for all other group participants to see you as well.  

Please provide your initials next to each statement below to acknowledge you have read, understand, and agree to the guidelines outlined in each statement. 
	


I agree to keep my video “ON” while in attendance of the group.  Only under special circumstances, I may be granted permission by the group facilitator to turn the video off for the remainder of a group session due to technical difficulties or privacy concerns that cannot be otherwise avoided.  
	



  I agree that what goes on in the group, will stay in the group.  
	



  I will not share/make notes of the names of group participants. 

	


I will not make notes that include any personal or potentially identifying details discussed by participants.

	


I will be located in a setting where my screen cannot be seen by others and I will wear headphones if my audio might be overheard. 
	


 I will not record or take screen captures of any group session and I will not copy, paste, or save any chat logs.

	


If there is a serious confidentiality issue (e.g. another person can see my screen) I understand I will be removed from the session and will not log back in until the concern is resolved.

Please sign below, to acknowledge you have read this consent form in its entirety and agree with the requirements for group participation. 


	


	



	



				 
Signature				Print Name				Date 
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Consent to Use Telemedicine

Patient’s Name____________________________ My Doctor’s Name:  Sidney Edsall, MD_______
CONSENT TO USE TELEMEDICINE 
I am physically located in California. At the beginning of each telemedicine session, I will help my doctor to complete a check-in to assess the suitability of using telemedicine services by verifying my full name, my current location, my readiness to proceed, and whether I am in a situation conducive to private, uninterrupted communication. By signing this consent, I understand and agree: 
1. My doctor is located in and licensed by the State of California. My doctor may not be able to prescribe medications for me and/or may not be able to assist me in an emergency situation when I am located in any other state or country. If I require medication, I may contact my doctor. If I require emergency care, I may call 911 or proceed to the nearest hospital emergency room for help. 
2. I submit to the exclusive jurisdiction of the California state superior courts and agree that any claim, lawsuit, or other legal proceeding arising out of or relating to the telemedicine services provided by my doctor and my doctor’s staff will be brought solely and exclusively in California state superior courts. I also agree that the interpretation of this consent will be exclusively governed by and construed in accordance with the laws of California. 
3. My doctor believes that telemedicine services are appropriate for my medical condition and that I would benefit from its use despite its risks and limitations. While I may expect anticipated benefits from the use of telemedicine, no specific results can be guaranteed or assured. 
4. If my doctor believes at any time that another form of services (for example, a traditional in- person consultation) would be appropriate, my doctor may discontinue telemedicine services and schedule an in-person consultation with my doctor or refer me to a healthcare provider in my area who can provide such services. 
5. I have the right to withdraw consent to the use of telemedicine services at any time and receive in-person healthcare services with my doctor. 
6. I received an explanation of how the electronic communications technology will be used for the telemedicine services. I am comfortable with using electronic communications technology to communicate with my doctor and understand there are limitations to the technology which may require an in-person consultation. 
7. I agree to have the necessary computer, equipment and internet access for my telemedicine communications. I also agree to arrange for a location with sufficient lighting and privacy and is free from distractions and intrusions during my telemedicine communications. 
Revised 7/2019 
8. The laws that protect privacy and the confidentiality of my medical information also apply to telemedicine. The medical information that is transmitted electronically by my doctor to me will be encrypted during transmission and will be stored only by my doctor or a service provider selected by my doctor. I understand the dissemination of any personally-identifiable images or information from the telemedicine communication to researchers or other healthcare providers will not occur except as required by federal or California state law. 
9. I understand my risks of a privacy violation increase substantially when I enter information on a public access computer, use a computer that is on a shared network, allow a computer to “auto-remember” usernames and passwords, or use my work computer for personal communications. I also understand it is my responsibility to encrypt medical information I transmit electronically to my doctor and my failure to use technical safeguards, such as encryption, increases my risks of a privacy violation. 
10. [I agree to be videotaped and recorded during the telemedicine services. I understand the resulting images and audio will become part of my medical record.] OR [No part of the encounter will be recorded without my written consent.] 
11. I have the right to access my medical information and obtain copies of my medical records in accordance with California law. 
12. I understand that the telemedicine services provided to me will be billed to my health insurance company and that I will be billed for any patient responsibility as per my insurance. 
I read and understand the information provided in this Consent to Use of Telemedicine. I discussed any questions I had with my doctor and all of my questions were answered to my satisfaction. 

_____________________________              ______________________________________ Date 						Patient’s Signature 
Revised 7/2019 
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About Telemedicine 
 



WHAT IS TELEMEDICINE? 
 
Telemedicine (also sometimes called telehealth) services are a way to deliver healthcare services 
locally to a patient when the healthcare provider is located at a distant site. Telemedicine is 
generally defined as the use of electronic information and communications technology to 
exchange medical information from one site to another site to provide medical or surgical 
treatment to a patient and/or to participate in the medical diagnosis of, or medical opinion or 
medical advice to, a patient. 
 
When a healthcare provider believes a patient may benefit from the use of telemedicine services, 
telemedicine can maintain a continuity of care with the provider and facilitate patient self-
management and caregiver support of the patient. Telemedicine services often provides a broader 
access to medical care, eliminates transportation concerns, and increases comfort and familiarity 
for patients and their families when located in their own homes or other local environments. 
 
However, telemedicine uses new communications technology for which there is little research 
supporting its effectiveness. For example, telemedicine services may not be as complete as in-
person healthcare services because the healthcare provider will not always be able to observe 
subtle non-verbal communications such as a patient's posture, facial expression, gestures, and 
tone of voice. 
 
Telemedicine may transfer medical information through the use of interactive, real-time 
audio/visual technology (for example, video conferencing) or electronic data interchange (for 
example, computer-to-computer exchanges), or it may transfer medical information through the 
use of store-and-forward technology (for example, emails). While precautions are taken to secure 
the confidentiality of telemedicine services, the electronic transmission of medical information 
can be incomplete, lost or otherwise disrupted by technical failures. Additionally, despite such 
measures, the transmission and storage of medical information can be accessed by unauthorized 
persons, causing a breach of the patient's privacy. 
 
I read and understand the information provided in this document. I discussed any question I had 
with my doctor and all of my questions were answered to my satisfaction. 
 
 
 
__________________________ ____________________________________ 
Date Patient's Signature 
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Abo ut  Tele m e dici ne     WHAT  IS  T E L E M E DI CIN E ?     Te leme dicine   (a lso  some ti mes  ca ll e d  tele he a lt h) se rvic e s  a re   a   wa y  to  de li v e r he a l thc a r e  se rvic e s  loca ll y  to  a  p a ti e nt  whe n  the he a lt hc a re  prov ide r  is   l oc a ted  a t a  dist a nt  sit e .  Te leme dic i ne  is  g e n e ra ll y  de fine d  a s the  use  of  e le c tronic   infor ma ti on a nd  c omm unica ti ons t e c hnolog y   to  e x c ha nge  medic a l i nfo rma ti on fr om  one  sit e  to  a n other  sit e  to  provide  med ica l  or sur g ica l  tre a tm e nt  to  a  pa ti e nt  a nd / or to pa rtic ipate  in  the m e dica l di a g nosi s  of,  or m e dica l  opini on or   medic a l  a dvice  to ,  a  pa t i e nt.     W he n  a  he a lt hc a re  prov i de r be li e ve s  a  pa ti e nt  ma y   be n e fit fr om t he  us e   of  tele medic ine  se r vi c e s,  tele medic ine c a n maintai n a  c onti nuit y   of  c a r e   wit h the  provide r  a nd  fa c il it a te  pa ti e nt self - mana g e ment  a nd  c a r e g iv e r suppor t of   the p a ti e nt. Te leme dicine   se rvic e s o f ten pr o v ides a  bro a de r  a c c e ss  to  medic a l ca re ,  e li mi na tes tra nsporta ti on c onc e rns ,  a nd  in c re a se s  c o mfor t and f a m i l i a rit y  for  pa ti e nts and the ir  fa m il ies w he n loca ted  in  thei r ow n homes  or  other  lo c a l  e nvironmen ts .     How e ve r ,  tele medic ine u se s ne w  c omm unica ti ons  tec hnolog y   for  whic h  th e re   is  li tt le  re se a rc h  supporting   it s  e ff e c ti ve ne ss.  F or  e x a mpl e ,  tele med icine   se rv i c e s  ma y  not be   a s c ompl e te a s  in - pe rson  he a lt hc a r e  s e rvic e s be c a use  th e  he a lt hc a re   provide r  will  not  a lwa y s  be  a ble  to  obse rv e   subt le  non - ve rba l  c omm u nica ti ons  suc h  a s  a  pa ti e n t' s  post ure ,  f a c ial  e x pre ssi on ,  g e stur e s, a nd  tone of  voice .     Te leme dicine  ma y  tr a nsf e r me dica l i nfo rma ti on throug h the  use   of inter a c ti ve ,  re a l - ti me  a udio / v i sua l  tec hnolog y   ( for  e x a mpl e , video c onf e re nc in g )  or  e lec t ronic   da t a   int e rc ha n ge   ( fo r  e x a mpl e ,  c omput e r - to - c o mput e r  e x c ha nge s) ,  or  it   ma y  tr a nsfe r me dica l i nf orma ti on throug h the  use  of stor e - a nd - fo rw a rd  tec hnolog y   (f or  e x a mpl e , e mails).  W hil e   pre c a uti o ns a re  tak e n to  se c ur e   the  c onfide nti a li t y  o f te le medic ine se rvic e s ,  the e l e c tronic  tr a nsmi ssi on  of me dica l  infor mation  c a n be  incomplete ,  lost  or  other wise  disrupted  b y  t e c hnica l f a il ure s. Addit io na ll y ,  de spit e  su c h  mea su r es ,  the tr a nsm i ss i o n  a nd  stora g e   o f  medic a l i nfor mation  c a n be   a c c e ssed  by   un a uthoriz e d  pe rsons ,  c a usi n g  a  b re a c h  of the  pa ti e nt ' s pr i va c y .     I  re a d  a nd unde rst a nd the   in for mation provide d  in  thi s doc ument.  I  discusse d  an y  qu e sti on  I  ha d  w i th  m y  doc tor   a nd  a ll   of   m y  que sti ons  we re  a nsw e re d  to m y   sa ti sfa c ti on.         __________________________   ____________________________________   Da te   P a ti e nt' s  S ig na tu re  
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