
 

Phone and Fax:   (732) 455-1450  Email: info@bodhiwellness.care 
 

www.bodhiwellness.care 

Consent for Treatment  
 

1. I have been fully informed of my rights as a client of Bodhi Wellness and 
Psychotherapy, the extent and limits of confidentiality in therapy, and the goals 
associated with my therapy. With that understanding, I request and consent to 
receive therapy from a qualified therapist.  

2. I understand that the staff of Bodhi Wellness and Psychotherapy may not disclose 
information about my therapy to anyone outside this practice without my written 
consent, except as required by law to comply with a court order, to prevent 
suicide/self-harm or harm to others, or to stop or prevent abuse of a child, senior, 
disabled person or others in danger. I also understand that my participation in 
treatment may require my written consent to allow staff of this agency to provide 
some information about my therapy to a referring agency or others involved, and 
that if that is the case, the form provided for my written consent of disclosure will 
state specific types of information that will be disclosed for the benefit of my 
treatment.  

3. I understand that my therapist may work with me in several settings, such as, at 
the practice, in my home, through a confidential video-counseling platform, or in 
other settings based on his/her professional judgment. I further understand that 
my therapy may involve my participation in individual, couple, family and/or 
group counseling, and may involve homework assignments for me to do outside 
of therapy sessions. I agree to participate actively in my therapy, to cooperate 
with my therapist, and to complete required homework assignments or other 
activities my therapist may suggest, to the best of my ability.  

4. I understand that if I participate in group counseling, my responsibility as a 
group member it to protect the privacy and confidentiality of other group 
members. If I participate in a group counseling setting, I agree that I will not 
disclose information about the identity, words, or actions of other group 
members to anyone outside the therapy group.  

5. I understand that my therapy may include my attendance at meetings of 
independent self-help support groups, including and not limited to, Alcoholics 
Anonymous, Narcotics Anonymous, and/or other programs. I agree to participate 
in such programs, if assigned, and to abide by the practices of those programs 
regarding protecting the privacy and anonymity of the other program members.  

6. I understand that there are certain risks and benefits of engaging in the use of 
video counseling, including but limited to, possibility of technology failures, and 
changes in anticipated response time due to time zone differences. In the event of 
an emergency, I understand that my therapist is limited in their capacity to alert 



 

Phone and Fax:   (732) 455-1450  Email: info@bodhiwellness.care 
 

www.bodhiwellness.care 

emergency services if technology failure occurs or if my therapist is not available. 
It is my responsibility to contact emergency services during an emergency. 

7. I understand that when participating in BodhiTalk video-counseling, and using 
the confidential and HIPAA compliant “Google Meet” application through my 
device, there may be limitations in maintaining the confidentiality of electronic 
records and transmissions. It is my responsibility, as the client, to uphold my own 
confidentiality while participating in video-counseling in my chosen 
environment.  I understand that it is out of my therapist’s control whether or not 
my confidentiality is exposed while I am participating in video-counseling in a 
public setting, such as outside or in a public area.  

8. I understand that the purpose and operation of therapeutic video-counseling 
technology applications is to enhance my well-being and to be used appropriately 
with my therapist. I understand that during video-counseling sessions there is 
potential for misunderstandings from the possible lack of visual cues and tone of 
voice, and that it is a joint effort between myself and my therapist to clarify these 
miscommunications.  

9. I understand that my therapist maintains electronic records in a secure, 
encrypted and confidential storage location on the website “TheraNest” and these 
records will be kept 7 years after my case is closed.   

 
I have read and fully understand all of the above information concerning my consent for 
treatment. In signing my name below, I acknowledge that I have agreed to and 
understood my consent to treatment as a client at Bodhi Wellness & Psychotherapy. 
 
 
Client’s Name:____________________________________ 
 
 
Signature:____________________________Date ___________ 
 
 
Guardian (if under 18):_______________________________ 
 
 
Signature:____________________________Date:___________ 
 
 
Counselor:______________________________________ 
 
 
Signature:____________________________Date:___________ 
 
 


