
                                        Pat Ahrens, MSW, LICSW 
                                                P.O. Box 262 
                                       Chanhassen, MN.  55317 
                                                952-484-8318 
 
 CONSENT FOR TREATMENT THROUGH TELEMENTAL HEALTH, 
               PAYMENT FOR SERVICES, AND HIPAA PRIVACY 
 
 
 
Date____________       Patient Name_____________________________ D.O.B.__________ 
 
   
                                            Payment for Each Session  
 
 
I am aware that Pat Ahrens, MSW, LICSW does not take insurance, and that I am responsible for paying 
my session in full after each session.  I understand that I will be charged $100.00 for late cancellations or 
failed appointments (less than 24 hours).   You may leave a message at 952-484-8318 24 hours a day if 
you need to cancel. I understand t If there is a returned check, I understand there will be an additional 
fee of $25.00.  ___________ 
                  
     
                                       Notice of Privacy Practices/HIPAA 
 
 
I hereby acknowledge that I have reviewed the Notice of Privacy Practices.  I understand 
that if I have any questions regarding the Notice of my Privacy Rights, I can contact the 
Privacy Officer, Pat Ahrens, MSW, LICSW.   ____________ 
  
                                                            
                                                            Communications 
 
 
When you need to contact Pat Ahrens, MSW, LICSW for any reason, these are the most effective ways to 
get in touch in a reasonable amount of time.  By phone (952-484-8318) you may leave messages on the 
voicemail, or text me a message. Understand that if either of us choose to communicate by phone, text, 
or email, or leave a voice mail message by non-secure means, others may have access to our 
communications.  By initialling the below you release your therapist from any liabilities should the 
communication be intercepted by third parties.  I use Virtru for secure communication via email when 
appropriate.   I check my messages and texts at least 2-3 times a week.  If you have an emergency, 
please call 911 or go to the closest emergency room.   _____________ 
 
 
                                       
                               Informed Consent for Telemental Health 
 
 
I ________________________________________, consent to utilize Telemental health with Pat Ahrens, 
MSW, LICSW, as a part of the therapy process as is necessary.  I understand that Telemental health 



psychotherapy may include a mental health evaluation, planning, and therapy.  Telemental health will 
occur primarily through interactive video, video, telephone, and/or other audio/video communications 
including those provided by doxy.me.  Should I feel suicidal, in danger to myself or others, I will notify 
my therapist before we discontinue my session. I understand if my therapist is concerned about my 
safety, that she may call 911, or a significant other to check on my welfare.   
 
 
 
 
I understand the following rights with respect to Telemental health: 
 
 
1. I will need access to the certain technological services and tools to engage in elemental health based 

services. 
2. Telemental health has both benefits and risks, which myself and my provider will monitor as we 

proceed with our work together. 
3. I can stop work by telemental health at any time without prejudice. 
4. I will need to participate in creating appropriate space for my telemental health sessions, and make 

sure it is a private and confidential location for me.  
5. I will need to participate in making a plan for managing technology failures, mental health crises, and 

medical emergencies.  
6. Know that your provider follows security best practice and legal standards in order to protect your 

health care information, but you will also need to participate in maintaining your own security and 
privacy.   

 
***This provider has received her certificate to provide Telemental Health.   
 
  
 
I accept and understand and agree to abide by the contents and terms of his agreement and further,  
consent to participate in evaluation and/treatment.  I understand that I may with drawl from treatment  
at any time.   
 
 
Name of Patient (please print)__________________________________________________________ 
 
 
 
Patient/Legal Guardian Signature________________________________________________________ 
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http://doxy.me/

