
CLIENT INFORMATION                         PLEASE COMPLETE ALL ENTRIES

For office use

Client Name (Last - First - Middle) Sex

M     F

Date of Birth Age Social Security Number

Parent/Guardian (If client is a Dependent) (Last - First - Middle) Sex 

M     F

Date of Birth Age Social Security Number

Address (Street + Apt. # or P.O. Box) Marital Status
! Single   ! Married   ! Divorced   ! Partnered  ! Widowed 
! Separated 

Address (City - State - Zip) Driver’s License Number

Home Phone Number
(             )
" do not call     " do not leave a message

Cell Phone Number
(             )
" do not call     " do not leave a message

Work Phone Number
(          )                                    Extension:
" do not call       " do not leave a message

Email Address:

Client (or Parent/Guardian) Employer Occupation Employer’s Address  (Street - City - State - Zip)

Client (or Parent/Guardian) Spouse Date of Birth Age Social Security Number

Spouse’s Employer Spouse’s Work Phone Number
(            )

In Case of Emergency, Notify: Relationship Emergency Contact’s Phone Number
(            )

Whom May We Thank For Referring You To Us? Phone Number
(            )

Client’s Primary Care Physician Phone Number
(            )

Who Is Financially Responsible For Payment? Phone Number
(            )

Address (Street + Apt. # or P.O. Box) Address (City - State - Zip)

 I understand and agree that I am ultimately responsible for payment.
 I understand that there will be a charge for any appointment not cancelled at least 24 hours in advance.
 I certify this information is true and correct to the best of my knowledge.

     
    
    
  

Client 
Signature   
    
  Date



Brian D. Paul, Ph.D.
Brian D. Paul, LLC

315 Nichols Road, Suite 238
Kansas City, MO 64112

Phone (816) 492-5288 – Fax 844-875-0741

Presenting Concerns:

 What concerns or problems, including symptoms, convinced you to seek help at this time? __________________

 ___________________________________________________________________________________________

 ___________________________________________________________________________________________

 ___________________________________________________________________________________________

 How long has this been a problem? ______________________________________________________________

Psychological/Psychiatric History:

 Have you ever been in therapy before? ___________ If so when? _______________________________________

 ___________________________________________________________________________________________

 Have you ever been hospitalized for psychiatric reasons? ____________ If so when? _______________________

 ___________________________________________________________________________________________

 ___________________________________________________________________________________________

 Are you currently taking any psychotropic medication (include dosage and frequency)? _____________________

 ___________________________________________________________________________________________

 ___________________________________________________________________________________________

Past suicidal ideation or suicide attempts: ___________ If so when? ____________________________________

___________________________________________________________________________________________

Social Support:

 Others living in the home: _______________________________________________________________________

 To whom do you turn for support? ________________________________________________________________

Religious affiliation(s): _________________________________________________________________________



Medical Information:

 Current medical problems/conditions: _____________________________________________________________

 ____________________________________________________________________________________________

 History of medical problems, surgeries, illness: ______________________________________________________

 ____________________________________________________________________________________________

 ____________________________________________________________________________________________

 Do you drink alcohol? _________ If so, what do you drink? _______________________ How much? __________

 How often? __________________________________________________________________________________

 Do you have any family members who currently (or in the past) have a problem with use of alcohol or other drugs?

 If so, what relation to you? ______________________________________________________________________

 ____________________________________________________________________________________________

Personal Concerns:

_____ Can’t concentrate/or thoughts racing   _____ Concern over alcohol use
_____ Feel depressed     _____ Concern over drug use  
_____ Anxious or feel panicky    _____ Sexual concerns
_____ Feeling angry     _____ Feeling lonely   
_____ Worried or fearful     _____ Conflict in relationships
_____ Sensitive or feelings easily hurt   _____ Marital/Partner relationship problems
_____ Unhappy      _____ Problems with children 
_____ Thoughts of harming self    _____ Problems with parents or family
_____ Overwhelmed with feelings    _____ Death or loss
_____ Not experiencing feelings    _____ Nightmares
_____ Thoughts of harming someone else   _____ Medical concerns
_____ Feel inferior     _____ Sleep problems
_____ Difficulty making decisions    _____ Legal problems
_____ Recent weight change    _____ Problem with eating pattern 
_____ Difficulty sleeping     _____ Lack of energy
_____ Headaches      _____ Suicidal
_____ Difficulty relating to people or making friends  _____ Other(s) – specify below



Brian D. Paul, Ph.D.
Brian D. Paul, LLC

Plaza Time Office Building
411 Nichols Road, Suite 194

Kansas City, MO 64112
Phone (816) 531-2600 – Fax (816) 531-2754

 Financial Policy

Thank you for choosing me as one of your health care providers. I am committed to your treatment being 
successful. Please understand that payment of your bill is considered part of your treatment. The following is a 
statement of my Financial Policy.

Regarding Insurance
I cannot bill your insurance unless you bring in all insurance information. Your insurance policy is a contract 
between you and your insurance company. I am not a party to that contract. I will be glad to provide the 
necessary information to you so you can pursue payment from your insurance company. Please be aware some 
and perhaps all of the services provided may be “non-covered” services and not considered reasonable and 
necessary under the Medicare Program and/or other medical insurance. If you are a beneficiary of Medicare or 
eligible for Medicare, please indicate so even if you do not plan to use it. The balance is your responsibility 
whether your insurance company pays or not.  

UCR (Usual and Customary Rates)
My practice is committed to providing the best treatment possible and I charge what is usual and customary for 
our area. You are responsible for payment in full regardless of any insurance company’s arbitrary determination 
of usual and customary rates.

Missed Appointments
Unless canceled at least 24 hours in advance, my policy is to charge for missed appointments at the rate of a 
normal office visit. Please help us serve you better by keeping scheduled appointments.

Confidentiality
Many insurance companies request information about you including a diagnosis. Please be advised that I lose 
control of that information once it leaves this office and cannot promise confidentiality by the insurance 
company. Some people choose to self-pay as a way to protect their confidentiality and that option is agreeable 
with me should you choose to utilize it.

Thank you for understanding my Financial Policy. Please let me know if you have any questions or concerns. 

I have read the Financial Policy (above) and I understand and agree to this Financial Policy.

                                                                                                          
Client Signature        Date



Brian D. Paul, Ph.D.
Brian D. Paul, LLC

Plaza Time Office Building
411 Nichols Road, Suite 194

Kansas City, MO 64112
Phone (816) 531-2600 – Fax (816) 531-2754

INSURANCE INFORMATION

Insurance Subscriber Relationship to Patient Insurance Effective Date

Place of Employment

Subscriber Address Subscriber Home Phone Subscriber Cell or Work Phone

Subscriber Date of Birth Subscriber Social Security Number

AUTHORIZATION TO RELEASE INFORMATION

I hereby authorize Brian D. Paul, Ph.D. to release to my insurance company or its representative any 
medical information (including the diagnosis and the records of any examination or treatment  rendered to 
me) necessary to obtain authorization for treatment, to determine benefits payable, and obtain 
reimbursement for my medical care.

 
            
      
Client’s Signature 

    
   Date

PAYMENT AUTHORIZATION

I authorize payment of all medical benefits directly to Brian D. Paul, Ph.D. for professional services 
rendered during my medical care.



            
  
Client’s Signature       Date
            



Brian D. Paul, Ph.D.
Brian D. Paul, LLC

Plaza Time Office Building
411 Nichols Road, Suite 194

Kansas City, MO 64112
Phone (816) 531-2600 – Fax (816) 531-2754

Notice of Privacy Practices

THIS NOTICE DESCRIBES HOW MEDICAL INFORMATION ABOUT YOU MAY BE USED AND DISCLOSED 
AND HOW YOU CAN GET ACCESS TO THIS INFORMATION. 

PLEASE REVIEW IT CAREFULLY.

MY COMMITMENT TO PROTECT YOUR HEALTH INFORMATION
I am dedicated to protecting your medical information. A federal regulation, known as the “HIPAA Privacy Rule”, 
requires that I provide a detailed notice in writing of the privacy practices. Your Protected Health Information “PHI” 
is information that identifies you and relates to your past, present, or future health or condition, the provision of 
healthcare to you, or payment for that healthcare. I am required by law to maintain the privacy of your PHI and to 
give you this notice about the privacy practices that explains your rights as my patient and how, when, and why I 
may use or disclose your PHI.

Treatment, Payment and Healthcare Operations: As described below, I will use or disclose your PHI for 
treatment, payment, or healthcare operations. The examples below do not list every possible use or disclosure in a 
category.

• Treatment: I may use and disclose PHI about you to provide, coordinate or manage your healthcare and 
related services. I may consult with other healthcare providers or psychologists regarding your treatment 
and coordinate and manage your healthcare with others. I may also use and disclose PHI about you when 
referring to a specialist regarding your symptoms. I may also disclose PHI about you for the treatment 
activities of another healthcare provider. For example, I may send a report about your care to another 
physician or mental health provider so that the other provider may treat you.

• Payment: I may use and disclose PHI so that I can bill and collect payment for the treatment and services 
provided to you. For example, I may send your insurance company a bill for services or release certain 
medical information to your health insurance company so that it can determine whether your treatment is 
covered under the terms of your health insurance policy. I also may use and disclose PHI for billing, claims 
management, and collection activities. I may also disclose PHI to another healthcare provider or to a 
company or health plan required to comply with the HIPAA Privacy Rule for the payment activities of that 
healthcare provider, company, or health plan. For example, I may allow a health insurance company to 
review PHI relating to their enrollees to determine the insurance benefits to be paid for their enrollees’ care.

• Healthcare Operations: I may use and disclose PHI in performing certain business activities which are 
called healthcare operations. Some examples of these operations include our business, accounting, and 
managements activities. These healthcare operations also may include quality assurance, utilization review, 
and internal auditing, such as auditing and reviewing and evaluating the skills, qualifications, and 
performance of healthcare providers taking care of you and other patients and providing training programs 
to help students develop or improve their skills. If another healthcare provider, company, or health plan that 
is required to comply with the HIPAA Privacy Rule has or once had a relationship with you, we may 
disclose PHI about you for certain healthcare operations of that healthcare provider or company. For 
example, such healthcare operations may include assisting with legal compliance activities of that 
healthcare provider or company.

• Communications to You From My Office: I may use or disclose medical information in order to contact 
you as a reminder that you have an appointment for treatment or other medical care, to tell you about or 
recommend possible treatment options or alternatives that may be of interest to you, or to inform you about 
health related benefits or services that may be of interest to you.

• Communications to Family or Friends If You Agree or Do Not Object: I may disclose PHI to your 
relatives, close friends or any other person identified by you if the PHI is directly related to that person’s 
involvement in your care or payment for your care. Generally, except in emergency situations, I will inform 
you of the intended action prior to making any such uses and disclosures and will, at that time, offer you the 
opportunity to object. However, if you are not present or are unable to agree or object to such a disclosure, I 
may disclose such information as necessary if I determine that it is in your best interest based on my 
professional judgment. I may also use and disclose your health information for the purpose of locating and 



notifying your relatives or close personal friends of your location, general condition or death, and to 
organizations that are involved in those tasks during disaster situations.

• Other Uses and Disclosures Authorized by the HIPAA Privacy Rule: When disclosure complies with 
my professional confidentiality and ethical requirements, I may use and disclose PHI about you in the 
following circumstances, provided that we comply with certain legal conditions set forth in the HIPAA 
Privacy Rule.

• Required By Law: I may use or disclose PHI as required by federal, state, or local law if the disclosure 
complies with the law and is limited to the requirements of the law.

• Public Health Activities: I may disclose PHI to public health authorities or other authorized persons to 
carry out certain activities related to public health.

• Abuse, Neglect, or Domestic Violence: I may disclose PHI to proper government authorities if I 
reasonably believe that a patient has been a victim of domestic violence, abuse, or neglect.

• Health Oversight: I may disclose PHI to a health oversight agency for oversight activities including, for 
example, audits, investigations, inspections, licensure and disciplinary activities and other activities 
conducted by health oversight agencies to monitor the healthcare system, government healthcare programs, 
and compliance with certain laws.

• Legal Proceedings: I may disclose PHI as expressly required by a court or administrative tribunal order or 
in compliance with state law. I also may disclose PHI in response to subpoenas, discovery request or other 
legal process when I receive satisfactory assurances that efforts have been made to advise you of the 
request or to obtain an order protecting the information requested.

• Law Enforcement: I may disclose PHI to law enforcement officials under certain specific conditions, as 
authorized by law.

• Coroners, Medical Examiners, or Funeral Directors: I may disclose PHI regarding a deceased patient to 
a coroner, medical examiner or funeral director so that they may carry out their jobs. I also may disclose 
such information to a funeral director in reasonable anticipation of a patient’s death.

• Organ Donation: I may disclose PHI to organizations that help procure, locate, and transplant organs in 
order to facilitate organ, eye, or tissue donation and transplantation.

• Threat to Health or Safety: In limited circumstances, I may disclose PHI when I have a good faith belief 
that the disclosure is necessary to prevent a serious and imminent threat to the health or safety of a person 
or to the public.

• Specialized Government Functions: I may disclose PHI for certain specialized government functions, 
such as military and veteran activities, national security and intelligence activities, protective services for 
the president and others, medical suitability determinations, and for certain correctional institutions or in 
other law enforcement custodial purposes.

• Compliance Review: I am required to disclose PHI to the Secretary of the United State Department of 
Health and Human Services when requested by the Secretary to review my compliance with the HIPAA 
Privacy Rule.

• Workers’ Compensation: I may disclose PHI in order to comply with laws relating to workers’ 
compensation or other similar programs.

• Research: For research purposes under certain limited circumstances for research projects that have been 
evaluated and approved through an approval process that takes into account patients’ need for privacy. I 
must obtain a written authorization to use and disclose PHI about you for research purposes except in 
situations where a research project meets specific, detailed criteria established by the HIPAA Privacy Rule 
to ensure the privacy of PHI.

• Emergencies: I may use or disclose your PHI in an emergency treatment situation in compliance with 
applicable laws and regulations.

With Your Written Authorization: All other uses and disclosure of your PHI will be made with only your written 
authorization. If you have authorized me to use or disclose PHI about you, you may revoke your authorization at any 
time, except to the extent I have taken action based on the authorization.

• Psychotherapy Notes: A separate and specific authorization is required before I release your 
Psychotherapy Notes. Psychotherapy Notes are notes kept regarding specific conversations or impressions 
during a private, group, joint or family counseling session, which are kept separate from the rest of your 
medical record. These notes are given a greater degree of protections than PHI. In some cases, it is not 
appropriate for Psychotherapy Notes to be disclosed to anyone and in such a case we may decline to 
disclose them.

YOUR RIGHTS REGARDING YOUR PROTECTED HEALTH INFORMATION
The HIPAA Privacy Rule gives you several rights with regard to your PHI. These rights include:
Right to Request Restrictions: You have the right to request a restriction or limitation on the PHI we use or 
disclose about you for treatment, payment or healthcare operations, or that I disclose to those who may be involved 
in your care or payment for your care. While I will consider your request, I am not required to agree to it. If I do 
agree to your request, I will comply with your request except as required by law or for emergency treatment. To 
request restrictions, you must make your request in writing to this office.



Right to Receive Confidential Communications: You have the right to request that you receive communications 
regarding PHI in a certain manner or at a certain location. For example, you may request that I contact you at home, 
rather than at work. You must make your request in writing by submitting the Request for Alternative 
Communication Form specifying how you would like to be contacted (for example, by regular mail to your post 
office box and not your home). I will accommodate all reasonable requests.
Right to Inspect and Copy: You have the right to inspect and receive a copy of your PHI contained in records I 
maintain that may be used to make decisions about your care. These records usually include your medical and 
billing records but do not include psychotherapy notes; information gathered or prepared for a civil, criminal or 
administrative proceeding; or PHI that is subject to law that prohibits access. To inspect and copy your PHI, you 
must make your request in writing to this office. If you request a copy of the PHI about you, I may charge you a 
reasonable fee for the copying, postage, labor, and supplies used in meeting your request. I may deny your request to 
inspect and copy PHI only under limited circumstances, and in some cases, a denial of access may be reviewable.
Right to Amend: If you feel that medical information, I have about you is incorrect or incomplete, you may ask me 
to amend the information for as long as such information is kept by or for me. You must submit your request to 
amend in writing to this office and give a reason for your request. I may deny your request in certain cases. If your 
request is denied, you may submit a written statement disagreeing with the denial, which I will keep on file and 
distribute with all future disclosure of the information to which it relates.
Right to Receive an Accounting of Disclosures: You have the right to request a list of certain disclosures of PHI 
made by me during a specified period of time. If you wish to make a request, you must make your request in writing 
to this office The first accounting that you request in a 12-month period will be free, but I may charge you for 
reasonable costs of providing additional lists in the same 12-month period. I will tell you about these costs, and you 
may choose to cancel your request at any time before costs are incurred.
Right to a Paper Copy of this Notice: You have a right to receive a paper copy of this notice at any time. 
Changes to the Notice: I am required by law to follow the privacy practices described in this notice, though I 
reserve the right to change the privacy practices and the terms of this notice at any time and to apply those changes 
to all PHI in my possession as well as any information we receive in the future. 
Complaints: If you believe your privacy rights have been violated, you may file a complaint with this office, or 
with the Secretary of the United States Department of Health and Human Services at:
The U.S. Department of Health and Human Services
200 Independence Avenue, S.W.
Washington, D.C. 20201
1-877-696-6775

Brian D. Paul, Ph.D.
Brian D. Paul, LLC

Plaza Time Office Building
411 Nichols Road, Suite 194

Kansas City, MO 64112
Phone (816) 531-2600 – Fax (816) 531-2754



I acknowledge that I have received a copy of Notice of Privacy Practices from Dr. Paul with an 
effective date of April 14, 2003.

                                                                                       
Printed Name

 

                                                                             
                                                                                           
Client Signature       Date                                                               



Brian D. Paul, Ph.D.
Brian D. Paul, LLC

315 Nichols Road, Suite 238
Kansas City, MO 64112

Phone (816) 492-5288 – Fax 844-875-0741

Outpatient Service Contract

Welcome. This document contains  important information about my professional services  and business policies. Please read it carefully and jot down any questions 
that you might have so that  we can discuss  them at our next meeting. Once you sign this, it will constitute a binding agreement between us. Please note that this 
contract pertains only  to  the private practice of Brian D. Paul, Ph.D.  Although I share office space with other professionals in Suite 238, we are not incorporated as 
a legal group or entity. We function as independent professionals.

PSYCHOLOGICAL SERVICES
Psychotherapy is not easily described in general statements. It varies depending on the personalities of the psychologist and patient, and the particular problems 
you bring forward. There are many different methods I may use to deal with the problems that you hope to address. Psychotherapy is not like a medical doctor 
visit. Instead, it calls for a very active effort on your part. In order for the therapy to be most successful, you will have to work on things we talk about both 
during our sessions and at home.

Psychotherapy can have benefits and risks. Because therapy often involves discussing unpleasant aspects of your life, you may experience uncomfortable 
feelings like sadness, guilt, anger, frustration, loneliness, and helplessness. On the other hand, psychotherapy has also been shown to have benefits for people 
who go through it. Therapy often leads to better relationships, solutions to specific problems, and significant reductions in feelings of distress. But there are no 
guarantees of what you will experience.

Our first few sessions will involve an evaluation of your needs. By the end of the evaluation, I will be able to offer you some first impressions of what our work 
will include and a treatment plan to follow, if you decide to continue with therapy. You should evaluate this information along with your own opinions of 
whether you feel comfortable working with me. Therapy involves a large commitment of time, money, and energy, so you should be very careful about the 
therapist you select. If you have questions about my procedures, we should discuss them whenever they arise. If your doubts persist, I will be happy to help you 
set up a meeting with another mental health professional for a second opinion. If psychotherapy is initiated, I will usually schedule one session (one appointment 
hour of fifty minutes’ duration) per week at a mutually agreed time, although some sessions will be longer or more frequent. Once this appointment hour is 
scheduled you will be expected to pay for it unless you provide 24 hours advance notice of cancellation or unless we both agree that you are unable to attend due to 
circumstances which were beyond your control.
 
PROFESSIONAL FEES
My initial appointment and hourly fee are $175.00. In addition to weekly appointments, I charge this amount for other professional services you may need, 
though I will break down the hourly cost if I work for periods of less than one hour. Other services include report writing, telephone conversations lasting 
longer than 50 minutes, attendance at meetings with other professionals you have authorized, preparation of records or treatment summaries, and the time spent 
performing any other service you may request of me. If you become involved in legal proceedings that require my participation, you will be expected to pay for 
my professional time even if I am called to testify by another party. 
 
BILLING AND PAYMENTS
You will be expected to pay for each session at the time it is held, unless we agree otherwise or unless you have insurance coverage which requires another 
arrangement. Payment schedules for other professional services will be agreed to when they are requested. (In circumstances of unusual financial hardship, I 
may be willing to negotiate a fee adjustment or payment installment plan).

INSURANCE REIMBURSEMENT
In order for us to set realistic treatment goals and priorities, it is important to evaluate what resources you have available to pay for your treatment. If you have 
a health insurance policy, it will usually provide some coverage for mental health treatment. I will fill out forms and provide you with whatever assistance I can 
in helping you receive the benefits to which you are entitled; however, you (not your insurance company) are responsible for full payment of my fees. It is very 
important that you find out exactly what mental health services your insurance policy covers.

You should carefully read the section in your insurance coverage booklet that describes mental health services. If you have questions about the coverage, call 
your plan administrator. Of course, I will provide you with whatever information I can based on my experience and will be happy to help you in understanding 
the information you receive from your insurance company. If it is necessary to clear confusion, I will be willing to call the company on your behalf.

Due to the rising costs of health care, insurance benefits have increasingly become more complex. It is sometimes difficult to determine exactly how much 
mental health coverage is available. "Managed Health Care" plans often require authorization before they provide reimbursement for mental health services. 
These plans are often limited to short-term treatment approaches designed to work out specific problems that interfere with a person's usual level of 
functioning. It may be necessary to seek approval for more therapy after a certain number of sessions. While a lot can be accomplished in short-term therapy, 
some patients feel that they need more services after insurance benefits end. (Some managed-care plans will not allow me to provide services to you once your 
benefits end. If this is the case, I will do my best to find another provider who will help you continue your psychotherapy).

You should also be aware that most insurance companies  require you to authorize me to  provide them with a clinical diagnosis. Sometimes I have to provide 
additional clinical information such as treatment plans or summaries, or copies  of the entire record  (in  rare cases). This  information will become part of the 
insurance company files  and will  probably be stored in a computer. Though all insurance companies claim to keep such information confidential, I have no 
control over what they do  with it once it is in their hands. In  some cases, they may share the information with a national  medical information databank. I will 



provide you with a copy of any report I submit, if you request it. You understand that, by using your insurance, you authorize me to release such information 
to your insurance company.  I will try to keep that information limited to the minimum necessary. 

Once we have all of the information about your insurance coverage, we will discuss what we can expect to accomplish with the benefits that are available and 
what will happen if they run out before you feel ready to end our sessions. It is important to remember that you always have the right to pay for my services 
yourself to avoid the problems described above (unless prohibited by contract).

CONTACTING ME
I am often not available by telephone. While I am usually in  my office during normal business hours (Monday through Friday), I will  not be able to answer the 
phone when I am with a client. When I am unavailable, my telephone is answered by a voice mail, that I monitor frequently. I will make every effort to return 
your call on the same day you make it, with the exception of weekends and holidays. If you are difficult to reach, please inform me of sometimes when you 
will  be available. (In emergencies, you can try me on my cell phone: 816-868-0709).  If I cannot be reached and you feel  that you cannot  wait for me or a 
colleague to return your call, you can call your family physician or the emergency room at the nearest hospital and ask for the mental health  professional  on  call. If I 
am unavailable for an extended time, I will provide you with the name of a trusted colleague whom you can contact if necessary.
 
PROFESSIONAL RECORDS
The laws and standards of my profession require that I keep treatment records. You are entitled to receive a copy of your records, or I can prepare a summary 
for you instead. Because these are professional records, they can be misinterpreted and/or upsetting to untrained readers. If you wish to see your records, I 
recommend that you review them in my presence so that we can discuss the contents. (I am sometimes willing to conduct a review meeting without charge). 
Patients will be charged an appropriate fee for any professional time spent in responding to information requests.
 
CONFIDENTIALITY
In general, the privacy of all communications between a patient and a psychologist is protected by law, and I can only release information about our work to 
others with your written permission. But there are a few exceptions.

In most legal proceedings, you have the right to prevent me from providing any information about your treatment.  In some legal proceedings, a judge may 
order my testimony if he/she determines that the issues demand it, and I must comply with that court order.  

There are some situations in which I am legally obligated to take action to protect others from harm, even if I have to reveal some information about a patient's 
treatment. For example, if I believe that a child (elderly person, or disabled person) is being abused, I must (may be required to) file a report with the 
appropriate state agency.

If I believe that a patient is threatening serious bodily harm to another, I am [may be] required to take protective actions. These actions may include notifying 
the potential victim, contacting the police, or seeking hospitalization for the patient. If the patient threatens to harm himself/herself, I may be obligated to seek 
hospitalization for him/her or to contact family members or others who can help provide protection. If a similar situation occurs in the course of our work 
together, I will attempt to fully discuss it with you before taking any action.

I may occasionally find it helpful to consult other professionals about a case. During a consultation, I make every effort to avoid revealing the identity of my 
patient. The consultant is also legally bound to keep the information confidential. Ordinarily, I will not tell you about these consultations unless I feel that it is 
important to our work together.

Although this written summary of exceptions to confidentiality is intended to inform you about potential issues that could  arise, it is important that we discuss 
any questions  or concerns that you may have at our next meeting. I will be happy to discuss these issues with you and provide clarification when possible. 
However, if you need specific clarification or advice, I am unable to provide, formal legal advice may be needed, as  the laws governing confidentiality are 
quite complex and I am not an attorney. (If you request, I will provide you with relevant portions or summaries of the state laws regarding these issues). 

TERMINATION
I support  all termination, for whatever reason. When you are ready to  leave, I would like to help you leave well. In  order to leave well, it helps to give me some 
advance notice. Even if you are not able to give me advance notice, I will still do my best to help you leave well.

I am appreciative of the opportunity  to  be of service to you. If you have any questions, concerns, or suggestions regarding any aspect of my practice, please discuss 
them with me. I am eager to receive your comments and will gladly answer your questions.

Your signature below indicates that you have read the information in this document and agree to abide by its terms during our professional relationship.

______________________________   
Printed Name      

______________________________                       ___________________
Client Signature     Date  



Brian D. Paul, Ph.D.
Brian D. Paul, LLC

315 Nichols Road, Suite 238
Kansas City, MO 64112

Phone (816) 492-5288 – Fax 844-875-0741

Informed Consent For Telepsychology

This Informed Consent for Telepsychology contains important information focusing on doing psychotherapy using the phone or the Internet. 
Please read this carefully and let me know if you have any questions. When you sign this document, it will represent an agreement between us. 

Benefits and Risks of Telepsychology
Telepsychology refers to providing psychotherapy services remotely using telecommunications technologies, such as video conferencing or 
telephone. One of the benefits of telepsychology is that the client and clinician can engage in services without being in the same physical 
location. This can be helpful in ensuring continuity of care if the client or clinician moves to a different location, takes an extended vacation,  or 
is otherwise unable to continue to meet in person.  It is also more convenient and takes less time. Telepsychology,  however, requires technical 
competence on both our parts to be helpful. Although there are benefits of telepsychology, there are some differences between in-person 
psychotherapy and telepsychology, as well as some risks. For example:

- Risks to confidentiality: Because telepsychology sessions take place outside of the therapist’s private office, there is potential for other 
people to overhear sessions if you are not in a private place during the session. On my end I will take reasonable steps to ensure your 
privacy. But it is important for you to make sure you find a private place for our session where you will not be interrupted.   It is also 
important for you to protect the privacy of our session on your cell phone or other device. You should participate in therapy only while 
in a room or area where other people are not present and cannot overhear the conversation.

- Issues related to technology: There are many ways that technology issues might impact telepsychology.  For example, technology may 
stop working during a session, other people might be able to get access to our private conversation, or stored data could be accessed 
by unauthorized people or companies.  

- Crisis management and intervention: Usually, I will not engage in telepsychology with clients who are currently in a crisis situation 
requiring high levels of support and intervention. Before engaging in telepsychology, we will develop an emergency response plan to 
address potential crisis situations that may arise during the course of our telepsychology work.

- Efficacy: Most research shows that telepsychology is about as effective as in-person psychotherapy. However, some therapists believe 
that something is lost by not being in the same room. For example, there is debate about a therapist’s ability to fully understand non-
verbal information when working remotely.

Electronic Communications
We will decide together which kind of telepsychology service to use. You may have to have certain computer or cell phone systems to use 
telepsychology services. You are solely responsible for any cost to you to obtain any necessary equipment, accessories, or software to take part 
in telepsychology.

For communication between sessions, I only use email communication and text messaging with your permission and only for administrative 
purposes unless we have made another agreement.  This means that email exchanges and text messages with my office should be limited to 
administrative matters. This includes things like setting and changing appointments, billing matters, and other related issues. You should be 
aware that I cannot guarantee the confidentiality of any information communicated by email or text. Therefore,  I will not discuss any clinical 
information by email or text and prefer that you do not either. Also, I do not regularly check my email or texts, nor do I respond immediately, 
so these methods should not be used if there is an emergency.

Treatment is most effective when clinical discussions occur at your regularly scheduled sessions.  But if an urgent issue arises,  you should feel 
free to attempt to reach me by my cell phone (816-868-0709). I will try to return your call within 24 hours except on weekends and holidays.  If 
you are unable to reach me and feel that you cannot wait for me to return your call, contact your family physician or the nearest emergency 
room and ask for the psychologist or psychiatrist on call. If I will be unavailable for an extended time, I will provide you with the name of a 
colleague to contact in my absence if necessary.

Confidentiality
I have a legal and ethical responsibility to make my best efforts to protect all communications that are a part of our telepsychology.  However, 
the nature of electronic communications technologies is such that I cannot guarantee that our communications will be kept confidential or that 
other people may not gain access to our communications. I will try to use updated encryption methods, firewalls, and back-up systems to help 
keep your information private, but there is a risk that our electronic communications may be compromised, unsecured, or accessed by others.  
You should also take reasonable steps to ensure the security of our communications (for example, only using secure networks for 
telepsychology sessions and having passwords to protect the device you use for telepsychology).  



The extent of confidentiality and the exceptions to confidentiality that I outlined in my Outpatient Service Contract apply in telepsychology. 
Please let me know if you have any questions about exceptions to confidentiality.

Appropriateness of Telepsychology
From time to time, we may schedule in-person sessions to “check-in” with one another. I will let you know if I decide that telepsychology is no 
longer the most appropriate form of treatment for you. We will discuss options of engaging in in-person counseling or referrals to another 
professional in your location who can provide appropriate services. 

Emergencies and Technology
Assessing and evaluating threats and other emergencies can be more difficult when conducting telepsychology than in traditional in-person 
therapy.  To address some of these difficulties, we will create an emergency plan before engaging in telepsychology services. I will ask you to 
identify an emergency contact person who is near your location and who I will contact in the event of a crisis or emergency to assist in 
addressing the situation.  I will ask that you sign a separate authorization form allowing me to contact your emergency contact person as needed 
during such a crisis or emergency. 

If the session is interrupted for any reason, such as the technological connection fails, and you are having an emergency, do not call me back; 
instead, call 911, or go to your nearest emergency room. Call me back after you have called or obtained emergency services. 

If the session is interrupted and you are not having an emergency, disconnect from the session and I will wait two (2) minutes and then re-
contact you via the telepsychology platform on which we agreed to conduct therapy. If you do not receive a call back within two (2) minutes, 
then call me on my office phone (816) 492-5288 or my cell phone (816) 868-0709.

Fees
The same fee rates will apply for telepsychology as apply for in-person psychotherapy. However, insurance or other managed care providers 
may not cover sessions that are conducted via telecommunication. If your insurance, HMO, third-party payor, or other managed care provider 
does not cover electronic psychotherapy sessions, you will be solely responsible for the entire fee of the session.  Please contact your insurance 
company prior to our engaging in telepsychology sessions in order to determine whether these sessions will be covered.

Records
The telepsychology sessions shall not be recorded in any way unless agreed to in writing by mutual consent.  I will maintain a record of our 
session in the same way I maintain records of in-person sessions in accordance with my policies.

Informed Consent
This agreement is intended as a supplement to the general informed consent that we agreed to at the outset of our clinical work together and 
does not amend any of the terms of that agreement.

Your signature below indicates agreement with its terms and conditions. 

__________________________________    _________________________
Client Signature       Date


