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Aaron Eichman 
7851 S Elati St, Littleton, CO 80120 

P: (303) 351-5153 ext. 105  E: Aeichman@redwoodcounselingservices.com 
 

DISCLOSURE STATEMENT & POLICIES 
 

Thank you for your consideration of Redwood Counseling. My heart is to engage clients with honor and 
integrity as we together pursue truth, hope, and transformation in life. We engage this journey by not only 
focusing on the abundance of turmoil that bombard us but by seeing how those play out in our lives and 
brains. We strengthen the good and change the parts that we may not like in ourselves. It is an honor to 

work with you. 
 

Regulation of Mental Health Professionals in Colorado 
 

1. Redwood Counseling Services, LLC, (“RCS”) is located at 7851 S Elati St, Littleton, CO 80120 and 
can be reached at (303) 351-5153. The Mental Health Professional located at RCS is Aaron Eichman. Mr. 
Eichman completed his Bachelor of Science Degree in Horticulture from Clemson University in 2003. He 
went on to achieve his Master of Arts Degree in Youth and Family from Denver Seminary in 2005. He 
also accomplished his Master of Arts Degree in Counseling from Denver Seminary in 2013. Mr. Eichman 
is an Unlicensed Psychotherapist in the state of Colorado, Registration No. NLC.0106043. 
 

Counseling Specialties 
Adolescent Families Teen/parent relationships 
Anger Pre-marital Young adults 
Clergy/church issues Communication/conflict resolution Grief/loss 
Couples/marriage Pornography addiction  

 
2. Everyone twelve (12) years and older must sign this disclosure statement. A parent or legal guardian 
with the authority to consent to mental health services for a minor child/ren in their custody must sign this 
disclosure statement on behalf of their minor child under the age of twelve (12) years old. 
 
This disclosure statement contains the policies and procedures of RCS and is HIPAA compliant. No 
medical or psychotherapeutic information, or any other information related to your privacy, will be 
revealed without your permission unless mandated by Colorado law and Federal regulations (42 C.F.R. 
Part 2 and Title 25, Article 4, Part 14 and Title 25, Article 1, Part 1, CRS and the Health Insurance 
Portability and Accountability Act (HIPAA), 45 C.F.R. Parts 142, 160, 162 and 164). 
 
In divorce or custody situations and because of the Colorado Department of Regulatory Agencies view on 
parental consent, it is RCS’s policy to seek the consent of both parents/legal guardians, however this 
consent does not supersede any court order outlining parental decision-making and custodial rights. This 
policy is irrespective of any court determination and this is the governing policy unless the child’s health, 
safety, and welfare could be at risk. If this is the case, you must inform the RCS so that appropriate action 
for the protection and welfare of the child may be taken. This disclosure statement contains the policies 
and procedures of RCS and is HIPAA compliant. No medical or psychotherapeutic information, or any 
other information related to your privacy, will be revealed without your permission unless mandated by 
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Colorado law and Federal regulations (42 C.F.R. Part 2 and Title 25, Article 4, Part 14 and Title 25, 
Article 1, Part 1, CRS and the Health Insurance Portability and Accountability Act (HIPAA), 45 C.F.R. 
Parts 142, 160, 162 and 164). 
 
3. The Colorado Department of Regulatory Agencies (“DORA”), Division of Professions and 
Occupations (“DOPO”) has the general responsibility of regulating the practice of Licensed 
Psychologists, Licensed Social Workers, Licensed Professional Counselors, Licensed Marriage and 
Family Therapists, Certified and Licensed Addiction Counselors, and registered individuals who practice 
psychotherapy. The agency within DORA that specifically has responsibility is the Mental Health 
Section, 1560 Broadway, Suite #1350, Denver, CO 80202, (303) 894-2291 or (303) 894-7800; 
DORA_MentalHealthBoard@state.co.us.  The State Board of Unlicensed Psychotherapists regulates 
Unlicensed Psychotherapists and can be reached at the address listed above. Clients are encouraged, but 
not required, to resolve any grievances through RCS’s internal process.  
 
4. You, as a client, may revoke your consent to treatment or the release or disclosure of confidential 
information at any time in writing and given to your therapist.  
 
5. Levels of Psychotherapy Regulation in Colorado include Licensing (requires minimum education, 
experience, and examination qualifications), Certification (requires minimum training, experience, and for 
certain levels, examination qualifications), and Unlicensed Psychotherapist (does not require minimum 
education, experience, or examination qualifications.) All levels of regulation require passing a 
jurisprudence take-home examination. 
 
Certified Addiction Technicians must be a high school graduate, complete required training hours, pass 
the National Addiction Exam, Level I or equivalent, and complete 1,000 hours of supervised experience. 
Certified Addiction Specialists must have a bachelor’s degree in behavioral health, complete additional 
required training hours and 2,000 hours of supervised experience. Licensed Addiction Counselors must 
have a clinical master’s degree, pass the Master Addiction Counselor Exam, and complete 3,000 of 
supervised experience. Licensed Social Workers must hold a master’s degree in social work.  A 
Psychologist Candidate, a Marriage and Family Therapist Candidate, and a Licensed Professional 
Counselor Candidate must hold the necessary licensing degree and be in the process of completing the 
required supervision for licensure. A Licensed Clinical Social Worker, a Licensed Marriage and Family 
Therapist, and a Licensed Professional Counselor must hold a master’s degree in his or her profession and 
have two years of post-masters supervision. A Licensed Psychologist must hold a doctorate degree in 
psychology and have one year of post-doctoral supervision. An Unlicensed Psychotherapist is a 
psychotherapist listed in Colorado’s database and is authorized by law to practice psychotherapy in 
Colorado but is not licensed by the state and is not required to satisfy any standardized educational or 
testing requirements to obtain a registration from the state. Unlicensed Psychotherapists are required to 
take the jurisprudence exam.  
 
6. Mr. Eichman is an Unlicensed Psychotherapist at RCS, listed in the Colorado DORA database, and 
thereby authorized to practice psychotherapy. Mr. Eichman is not a licensed psychotherapist nor are they 
required to satisfy any standardized educational or testing requirements to obtain registration in Colorado.  
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Client Rights and Important Information 

As a client you are entitled to receive information from me about my methods of therapy, the techniques I 
use, the duration of your therapy, if I can determine it, and my fee structure.  Please ask if you would like 
to receive this information.  

Fees 

1. My fee structure, services, and fee policy are outlined as follows:

a. $125.00 per hour

b. It is the policy of my practice to collect all fees at the time of service, unless you make 
arrangements for payment and we both agree to such an arrangement. In addition, I request that 
you fill out a “Credit Card Authorization” form to keep in your file. All accounts that are not paid 
within thirty (30) days from the date of service shall be considered past due. If your account is 
past due, please be advised that I may be obligated to turn past due accounts over to a collection 
agency or seek collection with a civil court action. By signing below, you agree that I may seek 
payment for your unpaid bill(s) with the assistance of a collections agency. Should this occur, I 
will provide the collection agency or Court with your Name, Address, Phone Number, and any 
other directory information, including dates of service or any other information requested by the 
collection agency or Court deemed necessary to collect the past due account. I will not disclose 
more information than necessary to collect the past due account. I will notify you of my intention 
to turn your account over to a collection agency or the Court by sending such notice to your last 
known address.

c. Therapy fees and treatment are based on a 45-50 minute clinical hour instead of a 60 minute 
clock hour so that I may review my notes and assessments on your behalf.

d. I am not a Medicaid provider. If you have or obtain Medicaid coverage that includes mental 
health services, I am not able to offer mental health services to you.

e. Legal Services incurred on your behalf are charged at a higher rate including but not limited to: 
attorney fees I may incur in preparing for or complying with the requested legal services, 
testimony related matters like case research, report writing, travel, depositions, actual testimony, 
cross examination time, and courtroom waiting time. The higher fee is $500.00 per hour. RCS 
requires an advance of $2000.00 (four hours) paid by cashiers check. Should services not meet or 
exceed the four-hour threshold, fees will be calculated according to time spent on services, and 
remaining fees returned within one week of all RCS’s legal services ending.

Restrictions on Uses 

2. You are entitled to request restrictions on certain uses and disclosures of protected health information as
provided by 45 CFR 164.522(a), however RCS is not required to agree to a restriction request. Please review 
RCS Notice of Privacy Policies for more information.
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Second Opinion and Termination 
 
3. You are entitled to seek a second opinion from another therapist or terminate therapy at any time. 
 
Sexual Intimacy 
 
4. In a professional relationship (such as psychotherapy), sexual intimacy between a psychotherapist and a 
client is never appropriate.  If sexual intimacy occurs it should be reported to DORA at (303) 894-2291, 
Mental Health Section, 1560 Broadway, Suite 1350, Denver, Colorado 80202; State Board of Unlicensed 
Psychotherapists.  
 
Confidentiality 
 
5. Generally speaking, the information provided by and to a client during therapy sessions is legally 
confidential if the psychotherapist is a Licensed Psychologist, Licensed Social Worker, Licensed 
Professional Counselor, Licensed Marriage and Family Therapist, Certified and Licensed Addiction 
Counselor, or an Unlicensed Psychotherapist. If the information is legally confidential, the psychotherapist 
cannot be forced to disclose the information without the client’s consent or in any court of competent 
jurisdiction in the State of Colorado without the consent of the person to whom the testimony sought relates.  
 
6. There are exceptions to this general rule of legal confidentiality. These exceptions are listed in the 
Colorado statutes, C.R.S. §12-245-220. You should be aware that provisions concerning disclosure of 
confidential communications does not apply to any delinquency or criminal proceedings, except as provided 
in C.R.S. § 13-90-107. There are additional exceptions that I will identify to you as the situations arise 
during treatment or in our professional relationship. For example, I am required to report child abuse or 
neglect situations; I am required to report the abuse or exploitation of an at-risk adult or elder or the 
imminent risk of abuse or exploitation; if I determine that you are a danger to yourself or others, including 
those identifiable by their association with a specific location or entity, I am required to disclose such 
information to the appropriate authorities or to warn the party, location, or entity you have threatened;  if 
you become gravely disabled, I am required to report this to the appropriate authorities. I may also disclose 
confidential information in the course of supervision or consultation in accordance with my policies and 
procedures, in the investigation of a complaint or civil suit filed against me, or if I am ordered by a court of 
competent jurisdiction to disclose such information. You should also be aware that if you should 
communicate any information involving a threat to yourself or to others, I may be required to take 
immediate action to protect you or others from harm. In addition, there may be other exceptions to 
confidentiality as provided by HIPAA regulations and other Federal and/or Colorado laws and regulations 
that may apply.  
 
Additionally, although confidentiality extends to communications by text, email, telephone, and/or other 
electronic means, I cannot guarantee that those communications will be kept confidential and/or that a third-
party may not access our communications. Even though I may utilize state of the art encryption methods, 
firewalls, and back-up systems to help secure our communication, there is a risk that our electronic or 
telephone communications may be compromised, unsecured, and/or accessed by a third-party. Please 
review and fill out RCS’s Consent for Communication of Protected Health Information by Unsecure 
Transmissions.  
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Couple Counseling and “No Secrets” Policy 
 
7. When treating a couple or a family, the couple or family is considered to be the client. By entering 
couples counseling, you understand that working toward change may involve experiencing difficult and 
intense feelings, some of which may be painful, to reach your goals. You accept that such changes can 
have both negative and positive effects and agree to clarify and evaluate potential effects of changes 
before we undertake them. At times, it may be necessary to have a private session with an individual 
member of that couple or family. There may also be times when an individual member of the couple or 
family chooses to share information in a different manner that does not include other members of the 
couple or family (i.e. on a telephone call, via email, or via private conversation). In general, what is said 
in these individual conversations is considered confidential and will not be disclosed to any third party 
unless I am required to do so by law. In Couples Counseling, “Third Party” refers to anyone not in the 
therapeutic process with the identified client(s). However, in the event that you disclose information that 
is directly related to the treatment of the couple or family it will be necessary to share that information 
with the other members of the couple or the family in order to facilitate the therapeutic process. As your 
therapist, I will use my sole discretion and best judgment as to whether, when, and to what extent such 
disclosures will be made. If appropriate, I will first give the individual the opportunity to make the 
disclosure to the other party themselves. This “no secrets” policy is intended to allow me to continue to 
treat the couple or family by preventing, to the extent possible, a conflict of interest to arise where an 
individual’s interests may not be consistent with the interests of the couple or the family being treated. If 
you feel it necessary to talk about matters that you do not wish to have disclosed, you should consult with 
a separate therapist who can treat you individually. If the relationship breaks up and either or both of the 
clients wish to re-contract with the counselor for individual counseling, the decision on who the counselor 
works with is at his/her discretion. In some situations, a referral will be made. 
 
“No Secrets” in Custody Circumstances Policy 
 
8.  When treating a Client who is a Minor under the age of twelve (12) and where there exists a custody 
arrangement between the parents or legal guardians (such as a divorce or separation), it is my policy to 
communicate with both parents/guardians via email (i.e. all communication will “cc” both parties). This 
policy is necessary to maintain transparency and professionalism, and to ensure the well-being of the 
therapeutic relationship with the Minor Client. This policy does not supersede any court order outlining 
decision-making or custodial rights but is or may be required by DORA. Further, I reserve the right, in 
my sole discretion, to engage in any individual email communication or face-to-face interaction in the 
lobby/waiting area. In the event that such an interaction occurs, I will notify the other party of said 
interaction and summarize the contents of the conversation, unless prohibited by professional rules or 
regulations regarding the protection of the health, safety, and welfare of the child/ren.  
 
Extraordinary Events 
 
9. In the case that I become disabled, die, or am away on an extended leave of absence (hereinafter 
“extraordinary event,”) the following Mental Health Professional Designee will have access to my client 
files. If I am unable to contact you prior to the extraordinary event occurring, the Mental Health Professional  
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Designee will contact you. Please let me know if you are not comfortable with the below listed Mental 
Health Professional Designee and we will discuss possible alternatives at this time. 
 

NAME: ____Chris Miller______________ 
ADDRESS: ___7851 S Elati St, Littleton, CO 80120__ 
TEL: ____(303) 351-5153________________ 
ROLE/CREDENTIALS: ___Clinical Director_________ 
 

The purpose of the Mental Health Professional Designee is to continue your care and treatment with the 
least amount of disruption as possible. You are not required to use the Mental Health Professional 
Designee for therapy services, but the Mental Health Professional Designee can offer you referrals and 
transfer your client record, if requested.  
 
Maintenance of Client Records 
 
10. As a client, you may request a copy of your Client Record at any time. In accordance with the Rules 
and Regulations of the State Board of Unlicensed Psychotherapists, RCS will maintain your client record 
(consisting of disclosure statement, contact information, reasons for therapy, notes, etc.) for a period of 
seven (7) years after the termination of therapy or the date of our last contact, whichever is later. RCS 
cannot guarantee a copy of your Client Record will exist after this seven-year period. 
 
Electronic Records 
 
11. RCS may keep and store client information electronically on Aaron Eichman’s laptop or desktop 
computers, and/or some mobile devices. In order to maintain security and protect the record, RCS may 
employ the use of firewalls, antivirus software, changing passwords regularly, and encryption methods to 
protect computers and/or mobile devices from unauthorized access. RCS may also remotely wipe out data 
on mobile devices if the mobile device is lost, stolen, or damaged.  
 
RCS may also use electronic backup systems either by using external hard drives, thumb drives, or 
similar methods, this includes the email service provider RCS uses. The email service provider RCS uses 
is Microsoft Outlook. This helps prevent the loss or damage of electronically stored information. RCS 
may maintain the security of the electronically stored information through encryption and passwords.  
   
It may be necessary for other individuals to have access to the electronically stored information, such as 
email service provider’s workforce members, in order to maintain the system itself. Federal law 
protecting the electronically stored information extends to these workforce members. If you have any 
questions about the security measures RCS employs, please ask.  
 
Availability and Response Policy 
 
12. My normal business hours are from Mondays 12pm-9pm, Tuesdays 3pm-9pm, Wednesdays 12pm-9pm, Thurs 
9pm-9pm. However, as a therapist, the majority of my business hours are devoted to seeing my clients in 
therapy, which means I am not always available for immediate contact via phone, text, or email. This is 
especially true for emergencies, as I am not equipped to respond immediately. 
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The best way to contact me is via (phone/email). Every effort will be made to respond to you in a clear 
and timely manner. Voicemails and texts sent to (303) 351-5153 ext. 105 will be returned within 48 
hours, excluding Saturdays, Sundays, and holidays. Emails sent to 
aeichman@redwoodcounselingservices.com will be returned within 48 hours, excluding Saturdays, 
Sundays, and holidays. It is my policy to return all phone calls, texts, and emails during my normal 
business hours (referenced above). I also reserve the right, in my sole discretion, to return communication 
outside of these hours; but any communication which I initiate outside of these normal business hours is 
in no way a guarantee or a promise of availability outside of my normal business hours. 
 
Spiritual Counseling 

13.  As a Spiritual Counselor, I understand that faith and religion is an important component within 
counseling, and I strive to honor your faith and beliefs in the process. In addition to using psychological 
approaches and methodology, I may from time to time offer to incorporate passages of scripture, prayer, 
or other spiritual disciplines into my work.  You retain the right to decline the integration of spiritualty 
and psychotherapy and this does not prohibit our ability to work together in a traditional psychotherapy 
capacity. 

As A Client 
 

You as a Client agree and understand the following: 
 
1. I understand that RCS may contact me to provide appointment reminders or information about 
treatment alternatives or other health-related benefits and services that may be of interest to me in 
accordance with RCS’s Consent for Communication of Protected Health Information by Unsecure 
Transmissions. 
 
2. I understand that if I initiate communication via electronic means that I have not specifically consented 
to in RCS’s Consent for Communication of Protected Health Information by Unsecure Transmissions, I 
will need to amend the consent form so that my therapist may communicate with me via this method.  
 
3. I understand that there may be times when my therapist may need to consult with a colleague or 
another professional, such as an attorney or supervisor, about issues raised by me in therapy. My 
confidentiality is still protected during consultation by my therapist and the professional consulted. Only 
the minimum amount of information necessary to consult will be disclosed. Signing this disclosure 
statement gives my therapist permission to consult as needed to provide professional services to me as a 
client. I understand that I will need to sign a separate Authorization for Release of Information for any 
discussion or disclosure of my protected health information to another professional besides a colleague, 
supervisor or attorney retained by my therapist. 
 
4.  I understand that RCS does provide Teletherapy, such as therapy over telephone or video platform. If 
both therapist and client agree to engage in Teletherapy as a treatment modality, I may be asked to 
complete an additional consent form, and that I agree to utilize a secure and HIPAA compliant means for 
communication to ensure confidentiality and the protection of private information. 
 
5. I understand that my therapist, does not accept personal Facebook, LinkedIn, Twitter, Instagram, and/or 
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other friend/connection/follow requests via any Social Media. Any such request will be denied in order to 
maintain professional boundaries. I understand that RCS has, or may have, a business social media 
account page. I understand that there is no requirement that I “like” or “follow” this page. I understand 
that should I “like” or choose to “follow” RCS’s business social media page that others will see my name 
associated with “liking” or “following” that page. I understand that this applies to any comments that I 
post on RCS’s page as well. I understand that any comments I post regarding therapeutic work between 
my therapist and I will be deleted as soon as possible. I agree that I will refrain from discussing, 
commenting, and/or asking therapeutic questions via any social media platform. I agree that if I have a 
therapeutic comment and/or question that I will contact my therapist through the mode I consented to and 
not through social media.  
 
6. I understand that if I have any questions regarding social media, review websites, or search engines in 
connection to my therapeutic relationship, I will immediately contact my therapist and address those 
questions.  
 
7. I understand my therapist provides non-emergency therapeutic services by scheduled appointment 
only. If, for any reason, I am unable to contact my therapist by the telephone number provided to me and 
I am having a true emergency, I will call 911, check myself into the nearest hospital emergency room, or 
call Colorado’s Crisis Hotline (844) 493-8255.  I may also contact the National Suicide Prevention 
Lifeline at 988. Aaron Eichman does not provide after-hours service without an appointment.  If I must 
seek after-hours treatment from any counseling agency or center, I understand that I will be solely 
responsible for any fees due. I understand that if I leave a voicemail for my therapist on the phone 
number provided, my therapist will return my call by the end of the next business day, excluding holidays 
and weekends.  
 
8.  If my therapist believes my therapeutic issues are above his level of competence or outside of his 
scope of practice, my therapist is legally required to refer, terminate, or consult.   
 
9. I understand that this form is compliant with HIPAA regulations and no medical or therapeutic 
information or other information related to my privacy, will be released without permission unless 
mandated by Colorado law as described in this form and the Notice of Privacy Policies and Practices. By 
signing this form, I agree and acknowledge I have received a copy of the Notice or declined a copy at this 
time. I understand that I may request a copy of the Notice at any time. 
 
10. I understand that if I have any questions about my therapist’s methods, techniques, or duration of 
therapy, fee structure, or would like additional information, I may ask at any time during the therapy 
process. By signing this disclosure statement I also give permission for the inclusion of my partners, 
spouses, significant others, parents, legal guardians, or other family members in therapy when deemed 
necessary by myself or my therapist. I agree that these parties will have to sign a separate Consent for 
Third-Party Participation Agreement or may have to sign a separate disclosure statement in order to 
participate in therapy. 
 
11. I understand that should I choose to discontinue therapy for more than sixty (60) days by not 
communicating with RCS or my therapist, my treatment will be considered “terminated.” I may be able to 
resume therapy after the sixty (60) day period by discussing my decision to resume therapy services with 
RCS. Ability to resume therapy after sixty (60) days will depend upon my therapist’s availability and will 
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be within his sole discretion. This disclosure statement will remain in effect should I resume therapy if 
one (1) year has not elapsed since my last session. However, I may be asked to provide additional 
information to update my client record. I understand “discontinuing therapy” means that I have not had a 
session with my therapist for at least sixty (60) days, unless otherwise agreed to in writing.  

12. There is no guarantee that psychotherapy will yield positive or intended results. Although every effort 
will be made to provide a positive and healing experience, every therapeutic experience is unique and 
varies from person to person. Results achieved in a therapeutic relationship with one person are not a 
guarantee of similar results with all clients.  

13. Because of the nature of therapy, I understand that my therapeutic relationship has to be different 
from most other relationships.  In order to protect the integrity of the counseling process the therapeutic 
relationship must remain solely that of therapist and client. This means that my therapist cannot be my 
friend, cannot have any type of business relationship with me other than the counseling relationship (i.e. 
cannot hire me, lend to or borrow from me; or trade or barter for services in exchange for counseling); 
cannot have any kind of romantic or sexual relationship with a former or current client, or any other 
people close to a client, and cannot hold the role of counselor to his relatives, friends, the relatives of 
friends, people known socially, or business contacts. 

14. I understand that should I cancel within 48 hours of my appointment or fail to show up for my 
scheduled appointment without notice (“no-show”), excluding emergency situations, my therapist has a 
right to charge my credit card on file, or my account, for the full amount of my session.  

15. I also affirm, by signing this form, I am at least twelve (12) years old and consent to treatment and 
therapy services here at RCS. In the event that I am the legal guardian and/or custodial parent with the 
legal right to consent to treatment for any minor child/ren who is under the age of twelve (12) and for 
whom I am requesting therapy services here at RCS, I understand it is RCS’s policy to seek the consent of 
both parents/legal guardians. Further, in the event of a custody or divorce dispute, I and the therapist must 
obtain the consent from the other parent/legal guardian for my minor child/ren’s treatment in accordance 
with DORA policy.  

If I am the non-custodial parent signing this consent form for my minor child/ren’s treatment in 
accordance with DORA’s policy, I understand that my access to my child/ren’s treatment and client 
record may be limited by court order.   

16. I understand that if I am consenting to treatment and therapy services for my minor child/ren that my 
therapist will request that I produce, in advance of commencing services with RCS, the Court Order 
Custody Agreement and/or Parenting Plan that grants me the authority to consent to mental health 
services for my minor child and make therapeutic decisions on behalf of my minor child/ren.  I also 
understand that it is RCS’s policy to request and seek consent from both my minor child/ren’s parents, but 
that such consent does not supersede the Court Order Custody Agreement and/or Parenting Plan. By 
signing this form, I understand and consent to RCS’s “No Secrets” in Custody Circumstances Policy as 
outlined above. Further, I understand and agree to keep my therapist informed of any proceedings or 
supplemental court orders that affect my parenting rights, custody arrangements, and decision-making 
authority. I understand that failing to provide the Court Order Custody Agreement and/or Parenting Plan 
will prohibit my therapist from providing therapy to my minor child/ren. I understand that it is beyond the 
scope of my therapist’s practice to provide custody recommendations. Any request for custody 
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recommendations will be denied. A Court is able to appoint professionals with the expertise to make such 
recommendations. 

16. By signing this form, I affirm that I am fully informed of the therapy services I am requesting, and 
that RCS is providing, and grant my consent to receive such therapy services.   
 
 
My signature below affirms that the preceding information has been provided to me in writing by my 
primary therapist, or if I am unable to read or have no written language, an oral explanation accompanied 
the written copy. I understand my rights as a client/patient and should I have any questions, I will ask my 
therapist.  
 
 
          _______________  
Client Name/Signature        Date  
 
 
 
          _______________  
Aaron Eichman, Signature       Date  
 
 
 
 



 

Truth • Hope • Transformation 

Redwood Counseling Services • 7851 S Elati, Ste. 203, Littleton CO 80120 • 303-351-5153 

 

CLIENT INFORMATION (For All Clients) 
Client Name (First, Middle Initial, Last) 
 

 Single 
 Married 

 Male 
 Female 

Birth Date 

Street Address City, State, Zip 
 

Home Phone Work Phone Cell Phone Email 
 

Occupation Employer or School Primary Care Physician 
 

Who referred you to this practice Have you seen our website? 
 Yes     No 

General Health Status 
 

Any previous counseling? With whom? 
 
List all medications 
 
 
Emergency Contact Relationship to Client 

 
Home Phone Work Phone Cell Phone 

 
Responsible for Payment 
 

Home Phone Cell Phone 

Street Address City, State, Zip 
 
 

  

IF MARRIED 
Spouse’s Name (First, Middle Initial, Last) Birth Date Cell Phone 

 
Occupation  Employer or School Work Phone 

 
   

IF A MINOR 
Mother’s Name Occupation Employer 

 
Street Address City, State, Zip 

 
Home Phone Work Phone Cell Phone 

 
Father’s Name Occupation Employer 

 
Street Address City, State, Zip 

 
Home Phone Work Phone Cell Phone 

 
Siblings (first and last names and ages) 
 
 
The above information is true to the best of my knowledge. 
 
    
Patient/Guardian Signature 

** Payment due at time of service** 
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Aaron Eichman 
7851 S Elati St, Littleton, CO 80120 

P: (303) 351-5153 ext. 105  E: Aeichman@redwoodcounselingservices.com 
 

NOTICE OF PRIVACY POLICIES AND PRACTICES  
 

This notice describes how medical and mental health information about you may be used and 
disclosed and how you can get access to this information. Please review it carefully. 

 
RCS believes it may be a covered entity under the Health Insurance Portability and Accountability Act 
(HIPAA) and thus provides its clients with this Notice of Privacy Policies & Practices and complies with 
the procedures and protocols listed herein. If RCS is determined not to be a covered entity under HIPAA, 
it will still follow this Notice of Privacy Policies & Practices regarding use and disclosure of PHI; 
however, the client may not be entitled to the rights set forth in the “Your Rights as a Client” section. 
 
Given the nature of RCS work, it is imperative that it maintains the confidence of client information that 
it receives in the course of its work.  RCS is a mental health practice that provides mental health services. 
RCS practice works solely to provide the best counseling treatment options to its clients. RCS is 
prohibited from releasing any client information to anyone outside immediate staff, employees, interns, 
and/or volunteers except in limited circumstances in accordance with this Notice of Privacy Policies and 
Practices. Discussions or disclosures of protected health information (“PHI”) within the practice are 
limited to the minimum necessary that is needed for the recipient of the information to perform his/her 
job. Please review this Notice of Privacy Policies and Practices (“Notice of Privacy Policies”). It is my 
policy to:  

1. fully comply with the requirements of the HIPAA General Administrative Requirements, the 
Privacy and Security Rules; 

2. provide every client who receives services with a copy of this Notice of Privacy Policies; 
3. ask the client to acknowledge receipt when given a copy of this Notice of Privacy Policies; 
4. ensure the confidentiality of all client records transmitted by facsimile;  
5. obtain from each client an informed Authorization for Release of Protected Health Information 

form when required.   

RCS is required to follow all state and federal statutes and regulations including Federal Regulation 42 
C.F.R. Part 2 and Title 25, Article 4, Part 14 and Title 25, Article 1, Part 1, CRS and the Health Insurance 
Portability and Accountability Act (HIPAA), 45 C.F.R. Parts 142, 160, 162 and 164, governing testing for 
and reporting of TB, HIV AIDS, Hepatitis, and other infectious diseases, and maintaining the 
confidentiality of PHI. 
 
PHI refers to any information that I create or receive, and relates to an individual’s past, present, or future 
physical or mental health or conditions and related care services or the past, present, or future payment for 
the provision of health care to an individual; and identifies the individual or there is a reasonable basis to 
believe the information can be used to identify the individual. PHI includes any such information 
described above that I transmit or maintain in any form this includes Psychotherapy Notes. HIPAA and 
federal law regulate the use and disclosure of PHI when transmitted electronically. 
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Your Rights as a Client 
 
When it comes to your health information, you have certain rights. This section explains your rights 
and some of our responsibilities to help you. 
Get an electronic or paper copy of your mental health record. 

• You can ask to see or get an electronic or paper copy of your mental health record and other 
health information we have about you. Ask us how to do this.  

• We will provide a copy or a summary of your health information, usually within 30 days of your 
request. We may charge a reasonable, cost-based fee to fulfill your request.  

• If we deny your request, in whole or in part, we will let you know why in writing and whether 
you have the option of having the decision reviewed by an independent third party.  

Ask us to correct your mental health record. 
• You can ask us to correct health information about you that you think is incorrect or incomplete. 

Ask us how to do this. 
• We may say “no” to your request, but we’ll tell you why in writing within 60 days. 

Request confidential communications. 
• You can ask us to contact you in a specific way (for example, home or office phone) or to send 

mail to a different address.  
• We will say “yes” to all reasonable requests. 
• Please review the Consent for Communication Of Protected Health Information By Non-Secure 

Transmissions. 
• You are required to “opt-in” to receive communications electronically as set-forth in the Consent 

for Communication of Protected Health Information by Non-Secure Transmissions. If you choose 
not to “opt-in” to receive electronic communications, we will not communicate with you via 
electronic means.  

Ask us to limit what we use or share. 
• You can ask us not to use or share certain health information for treatment, payment, or our 

operations. We are not required to agree to your request, and we may say “no” if it would affect 
your care. 

• If you pay for a service or health care item out-of-pocket in full, you can ask us not to share that 
information for the purpose of payment or our operations with your health insurer. We will say 
“yes” unless a law requires us to share that information. 

Additional restrictions. 
• You have the right to request additional restrictions on the use or disclosure of your mental health 

information.  However, we do not have to agree to that request, and there are certain limits to any 
restriction.  Ask us if you would like to make a request for any restriction(s).  

Get a list of those with whom we’ve shared information. 
• You can ask for a list (accounting) of the times we’ve shared your health information for six 

years prior to the date you ask, who we shared it with, and why. 
• We will include all the disclosures except for those about treatment, payment, and health care 

operations, and certain other disclosures (such as any you asked us to make). We’ll provide one 
accounting a year for free but will charge a reasonable, cost-based fee if you ask for another one 
within 12 months. 

 
  



 

www.redwoodcounselingservices.com 
 

Redwood Counseling Services Notice of Privacy Policies & Practices 
Page 3 of 6 

Get a copy of this privacy notice. 
• You can ask for a paper copy of this notice at any time, even if you have agreed to receive the 

notice electronically. We will provide you with a paper copy promptly. 
Choose someone to act for you. 

• If you have given someone medical power of attorney or if someone is your legal guardian, that 
person can exercise your rights and make choices about your health information. 

• We will make sure the person has this authority and can act for you before we take any action. 
File a complaint if you feel your rights are violated. 

• You can complain if you feel we have violated your rights by contacting us using the information 
on page 1. 

• You can file a complaint with the U.S. Department of Health and Human Services Office for 
Civil Rights by sending a letter to 200 Independence Avenue, S.W., Washington, D.C. 20201, 
calling 1-877-696-6775, or visiting www.hhs.gov/ocr/privacy/hipaa/complaints/. 

• We will not retaliate against you for filing a complaint. 
• You may also file a complaint with the Colorado Department of Regulatory Agencies, Division 

of Professions and Occupations, Mental Health Section; 1560 Broadway, Suite 1350, Denver, 
Colorado, 80202, 303-894-2291; DORA_Mentalhealthboard@state.co.us. Please note that the 
Department of Regulatory Agencies may direct you to file your complaint with the U.S. 
Department of Health and Human Services Office for Civil Rights listed above and may not be 
able to take any action on your behalf.  

 
Uses and Disclosures of Protected Health Information 

 
A use of PHI occurs within a covered entity (i.e., discussions among staff regarding treatment).  A 
disclosure of PHI occurs when RCS reveal PHI to an outside party (i.e., RCS provides another treatment 
provider with PHI, or shares PHI with a third party pursuant to a client’s valid written authorization).  
 
RCS may use and disclose PHI, without an individual’s written authorization, for the following purposes: 
 

1. Treatment: disclosing and using your PHI by those who are involved in your care for the purpose 
of providing, coordinating, or managing your health care treatment and related services. This 
includes consultation with clinical supervisors or other treatment team members and for coverage 
arrangements during your therapist’s absence, and for sending appointment reminders or 
information about treatment alternatives or other health-related benefits and services that may be 
of interest to you. 

2. Payment:  disclosing and using your PHI so that RCS can receive payment for the treatment 
services provided to you, such as: making a determination of eligibility or coverage for insurance 
benefits, processing claims with your insurance company, reviewing services provided to you to 
determine medical necessity, or undertaking utilization of review activities.  

3. Health Care Operations: disclosing and using your PHI to support RCS business operations which 
may include but not be limited to: quality assessment activities, licensing, audits, and other 
business activities.  

         
Uses and disclosures for payment and health care operations purposes are subject to the minimum 
necessary requirement. This means that RCS may only use or disclose the minimum amount of PHI 
necessary for the purpose of the use or disclosure (i.e., for billing purposes RCS would not need to 

mailto:DORA_Mentalhealthboard@state.co.us
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disclose a client’s entire medical record in order to receive reimbursement. RCS would likely only need to 
include a service code and/or diagnosis etc.). Uses and disclosures for treatment purposes are not subject 
to the minimum necessary requirement. 
   
RCS is required to promptly notify you of any breach that may have occurred and/or that may have 
compromised the privacy or security of your PHI.  
 
Confidentiality of client records and substance abuse client records maintained are protected by federal 
law and regulations.  It is RCS policy that a client must complete an Authorization for Release of 
Protected Health Information it provides prior to disclosing health information to another individual 
and/or entity for any purpose, except for treatment, payment, or health care operations in accordance with 
this Notice of Privacy Policies.   
 
Absent the above referenced form, other than for treatment, payment, or health care operations purposes, 
RCS is prohibited from disclosing or using any PHI outside of or within the organization, including 
disclosing that the client is in treatment without written authorization, unless one of the following 
exceptions arises:   
 

1. Responding to lawsuit and legal actions (Disclosure by a court order, in response to a complaint 
filed against RCS, etc. This does not include a request by you or another party for your records).   

2. Disclosure is made to medical personnel in a medical emergency or to qualified personnel for 
research, audit or program evaluation. 

3. Help with public health and safety issues (Client commits or threatens to commit a crime either at 
RCS office or against any person who works for RCS; A minor or elderly client reports having 
been abused or there is reasonable suspicion that abuse has or will take place; Client is planning 
to harm another person, including but not limited to the harm of a child or at-risk elder; Client is 
imminently dangerous to self or others). 

4. Address workers’ compensation, law enforcement, and other government requests. 
5. Respond to organ and tissue donation requests. 
6. Business Associates: RCS may enter into contracts with business associates to provide billing, 

legal, auditing, and practice management services that are outside entities. In those situations, 
protected health information will be provided to those contractors as is needed to perform their 
contracted tasks.  Business associates are required to enter into an agreement maintaining the 
privacy of the protected health information released to them. 

7. In compliance with other state and/or federal laws and regulations. 
 

The above exceptions are subject to several requirements under the Privacy Rule, including the 
minimum necessary requirement and applicable federal and state laws and regulations.  See 45 C.F.R. § 
164.512.  Before using or disclosing PHI for one of the above exceptions, RCS staff must consult its 
Privacy Officer (Dr. Chris Miller) to ensure compliance with the Privacy Rule.  Violation of these 
federal and state guidelines is a crime carrying both criminal and monetary penalties.  Suspected 
violations may be reported to appropriate authorities, as listed above in the “Client Rights” section, in 
accordance with federal and state regulations. Know that RCS will never market or sell your personal 
information without your permission.  
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Special Authorizations 
 
Certain categories of information have extra protections by law, and thus require special written 
authorizations for disclosures. 
 
 Psychotherapy Notes: RCS may keep and maintain “Psychotherapy Notes”, which may include but are 
not limited to notes RCS makes about your conversation during a private, group, joint, or family 
counseling session, which is kept separately from the rest of your record. These notes are given a greater 
degree of protection than PHI. These are not considered part of your “client record.” RCS will obtain a 
special authorization before releasing your Psychotherapy Notes. 
 
HIV Information: Special legal protections apply to HIV/AIDS related information. RCS will obtain a 
special written authorization from you before releasing information related to HIV/AIDS. 
 
Alcohol and Drug Use Information: Special legal protections apply to information related to alcohol and 
drug use and treatment. RCS will obtain a special written authorization from you before releasing 
information related to alcohol and/or drug use/treatment.  
 
You may revoke all such authorizations to release information (PHI, Psychotherapy Notes, HIV 
information, and/or Alcohol and Drug Use Information) at any time, provided each revocation is in 
writing, signed by you, and signed by a witness. You may not revoke an authorization to the extent that 
(1) RCS has relied on that authorization; or (2) if the authorization was obtained as a condition of 
obtaining insurance coverage, the law provides the insurer the right to contest the claim under the policy. 
 
As a covered entity under the Privacy and Security Rules, RCS is required to reasonably safeguard PHI 
from impermissible uses and disclosures.  Safeguards may include, but are not limited to the following: 

 
1. Not leaving test results unattended where third parties without a need to know can view them. 
2. Any PHI received as an employee, intern, or volunteer about a client or potential client, may not 

be used or disclosed for non-work purposes or with unauthorized individuals.  RCS may only use 
and disclose such PHI as described above.  

3. When speaking with a client about his or her PHI where third parties could possibly overhear, the 
conversation will be moved to a private area.   

4. Seeking legal counsel in uncertain situations and/or incidences. 
5. Obtaining a Business Associates Agreement with those third-parties that have access to and/or 

store client information. Some of the functions of the practice may be provided by contracts with 
business associates.  For example, some of the billing, legal, auditing, and practice management 
services may be provided by contracting with outside entities to perform those services.  

6. Implementing FAX security measures 
7. Obtaining your consent prior to sending any PHI by unsecure electronic transmissions 
8. Providing information on my electronic record-keeping.  
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Your Choices 
 
For certain health information, you can tell RCS (verbal authorization) your choices about what it 
shares. If you have a clear preference for how RCS shares your information in the situations described 
below, talk to RCS. Tell RCS what you want it to do, and it will follow your instructions. RCS may 
request you sign a separate document if you authorize it to share certain PHI. You may revoke that 
authorization at any time for future disclosure.  
 
In these cases, you have both the right and choice to tell RCS to: 

• Share information with your family, close friends, or others involved in your care 
• Share information in a disaster relief situation 
• Include your information in a hospital directory 

 
If you are not able to tell RCS your preference, for example if you are unconscious, RCS may go ahead 
and share your information if RCS believes it is in your best interest and for your care/treatment. RCS 
may also share your information when needed to lessen a serious and imminent threat to public health or 
safety. 
 
In these cases we never share your information unless you give us written permission: 

• Marketing purposes 
• Sale of your information 
• Most sharing of psychotherapy notes 

 
Changes to the Terms of this Notice 
 
RCS can change the terms of this notice, and the changes will apply to all information RCS has about 
you. The new notice will be available upon request, in RCS’ office, and on its web site. 
 
This notice is effective ___________, 2023.  
 
 
_____________________________________                         ____________________ 
Client Signature      Date 
 
For more information see: www.hhs.gov/ocr/privacy/hipaa/understanding/consumers/noticepp.html 

http://www.hhs.gov/ocr/privacy/hipaa/understanding/consumers/noticepp.html


 

www.redwoodcounselingservices.com 
 

Redwood Counseling Services Consent to Electronically Communicate PHI 
Page 1 of 1 

Aaron Eichman 
7851 S Elati St, Littleton, CO 80120 

P: (303) 351-5153 ext. 105  E: Aeichman@redwoodcounselingservices.com 
 

CONSENT FOR COMMUNICATION OF PROTECTED HEALTH 
INFORMATION VIA UNSECURE TRANSMISSIONS 

 
This consent form is for the communication of Protected Health Information (“PHI”) that Redwood 
Counseling Services (“RCS”) may transmit without the written authorization of the client as described in the 
Uses and Disclosure section of RCS’s Notice of Privacy Policies. 
 
I, _________________________________, hereby consent and authorize RCS to communicate my PHI through 
the following unsecure transmissions (please initial all your choices): 
 
_________  Cellular/Mobile Phone (this includes text messaging & voicemails). 

 Please Insert Cell Phone Number: ___________________________________________ 
_________  Unsecured Email. 

 Client’s Email: ____________________________________________□ Send □ Receive 
Please Circle One: Work Personal 

 Therapist’s Email: _________________________________________□ Send □ Receive 
_________  I do not wish to have my protected health information transmitted electronically. 
 
Should we agree to communicate by the approved communications listed above, i.e., text, email, telephone, or any 
other electronic method of communication, confidentiality extends to those communications. However, cannot 
guarantee that those communications will remain confidential. Even though RCS may utilize state of the art 
encryption methods, firewalls, and/or back-up systems to help secure our communication, there is a risk that the 
electronic or telephone communications may be compromised, unsecured, and/or accessed by an unintended 
third-party. There is never a 100% guarantee information will remain confidential when transmitted 
electronically. 
 
I, _________________________________, consent to RCS transmitting the following PHI by the above selected 
electronic communications (please initial all your choices): 
 
_________  Information related to scheduling/appointments. 
_________  Information related to billing and payments. 
_________  Information related to your mental health treatment (i.e., personal materials, forms, suggested 

articles, homework, etc.). 
_________  Information related to RCS’s operations. 
_________  Other information. Please describe: __________________________________________ 
 
I further understand that if I initiate communication via electronic means that I have not specifically consented to 
in this form, I will need to amend this consent form so that my therapist may communicate with me via that 
method.  
_________________________________________   __________________________ 
Signature of Client/Parent/Legal Guardian    Date 
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CREDIT CARD AUTHORIZATION FORM 
 
Redwood Counseling Services (“RCS”), requests that you provide your credit card information below. If 
you choose to pay by credit card your credit card will be charged $________ after each session on the day 
the session occurs. If you choose to pay by cash or check, your credit card will only be charged if your 
account is past due and/or for any additional fees you and/or your minor child/ren incur such as late 
cancellation or no-shows fees.  
 
□ I do not authorize RCS to charge my credit card after each session but only for additional fees I and/or 
my minor child/ren incur as set forth in RCS ’s disclosure statement and policies. I will be notified of the 
type of additional fees I and/or my minor child/ren incur. 
 
□ I authorize RCS to charge my credit card $_______ after each session and for any and all additional 
fees I and/or my minor child/ren incur. 
 
If your credit card does not go through, you do not have a credit card, or you do not wish to provide your 
credit card information, in the event your account remains past due for sixty (60) days, your account may 
be sent to collections. RCS reserves the right to send your account to collections, in accordance with 
RCS’ policies and procedures; at any time after your account is considered past due.  
 
By signing this authorization form, you agree to notify RCS of any changes to your credit card 
information such as a new expiration date or when your credit card has been cancelled, lost, stolen, or 
revoked. A new form must be submitted if information such as the list of authorized users and the credit 
card account’s expiration date is amended.  
 
Redwood Counseling Services accepts only the following credit cards: 
□ Visa  
□ Discover  
□ American Express  
□ Mastercard  
 
Name on Credit Card:____________________________________________________________ 
 
Type of Credit Card:  Visa  __    MasterCard  __     Discover ___   American Express ___ 
 
Credit Card Number_____________________________________________________________ 
 
CCV Code: _________        Expiration Date :___________________________ 
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Card Holder’s Full Address, including zip code (the mailing address for your Credit Card statements): 
 
_____________________________________________________________________________________ 
 
_____________________________________________________________________________________ 
 
This credit card authorization form will remain in effect and on file at RCS unless revoked in writing or 
until the therapeutic relationship is terminated, at which time, authorization to charge your credit card will 
be revoked, unless an outstanding balance remains on your account after termination. RCS will not share 
your credit card information with any third-party without your consent. Your credit card information will 
be kept confidential.  
 
Please check one:  
 
□ Card Holder is the client (or parent/legal guardian) receiving services from RCS. 

I hereby authorize RCS to charge the above credit card number for payment of the counseling fees I or 
my minor child/ren incurs, which shall include late or past due fees or fees related to cancellations or 
no-shows. I understand that my credit card will be billed in accordance with the authorizations listed 
above.  

 
_________________________________________  _________________________ 
Client/Parent/Legal Guardian Signature    Date 
 
 
□ Card Holder is a third-party payer for the client receiving services from RCS. 

I_______________________________________________, hereby authorize RCS to charge the above 
credit card number for payment of the counseling fees (Client)_________________________________ 
incurs, which shall include late or past due fees or fees related to cancellations or no-shows. I 
understand that my credit card will be billed in accordance with the authorizations listed above. I 
understand as a third-party payer that I am only entitled to receive information concerning payment and 
that this Credit Card Authorization Form does not authorize me to receive any confidential and 
protected information about Client beyond payment.  

 
___________________________________________  ________________________ 
Third-Party Payer’s Signature     Date 
 
I, ____________________________________________, authorize RCS to communicate with the above 
Third-Party Payer solely as it may relate to payment for services I receive from RCS.  
 
__________________________________________  __________________________ 
Client’s Signature      Date 
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Teletherapy Informed Consent Form 

This Informed Consent for Electronic Psychotherapy contains important information concerning engaging 
in electronic psychotherapy or Teletherapy. Please read this carefully and let your therapist know if you 
have any questions. This consent shall only apply to clients and therapists physically within the State 
of Colorado seeking therapeutic treatment within the State of Colorado. This Informed Consent shall 
be signed in conjunction with Redwood Counseling Services (“RCS”) Disclosure Statement. 

Teletherapy allows individuals who may not have local access to a mental health professional and/or 
specialized treatment to receive services via electronic means (e.g., telephone, email, HIPAA compliant 
face-to-face service via the Internet).  Teletherapy may also be used when issues related to scheduling, 
transportation, child-care and/or mobility arise during the course of treatment.   

This Informed Consent is between: 

Client: ________________________________________________ and Aaron Eichman. 

Diagnosis and/or Treatment Plan: _____________________________________________________ 

___________________________________________________________________________________ 

Reason(s) Teletherapy is Appropriate for this Client: 
__________________________________________________________________________________ 

__________________________________________________________________________________ 

Benefits and Risks of Electronic Psychotherapy 
Electronic psychotherapy, also known as Teletherapy, is different from traditional therapy in that the 
client and therapist do not meet face-to-face in-person. One of the benefits of electronic psychotherapy is 
that the client and therapist can continue therapeutic sessions without being in the same place. This can 
be convenient if either the client or therapist is out of town or the client or therapist is unable to attend a 
scheduled session in person.  

Although there are benefits of electronic therapy, there are also significant risks involved. These risks 
include, but are not limited to: losing the ability to read physical cues, vocal cues/tones, and facial 
expressions; an inability to provide immediate emergency services/care; experiencing technical issues 
that disrupt the counseling session; a risk that the communications may be overheard if the client or 
therapist does not conduct the session in a secure/confidential place; and there is a risk that the 
communications may be accessed by unknown third-parties regardless of the security measures in place.  
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Method of Electronic Psychotherapy 
Based upon the Client’s needs and the therapist’s assessment of those needs, the following method of 
electronic psychotherapy has been chosen: 

�  Telephone  �  Video  (doxy.me) � Other:______________________________ 

This method of electronic psychotherapy was chosen because: ________________________________ 

__________________________________________________________________________________ 

 

Security Measures 
RCS uses the following security measures to ensure that the communications are secure: 

• State-of-the-art, HIPAA- and HITECH-compliant encryption through Doxy.me 
• Encrypted, password-protected computers & devices. 
• Sessions conducted in a private location where others cannot hear me. 

Confidentiality 
Confidentiality still extends to any communications done through electronic psychotherapy. Although 
confidentiality extends to communications by text, email, telephone, and/or other electronic means, I 
cannot guarantee that those communications will be kept confidential and/or that a third-party may not 
gain access to our communications. Even though I may utilize state of the art encryption methods, 
firewalls, and back-up systems to help secure our communication, there is a risk that our electronic 
communications may be compromised, unsecured, and/or accessed by a third-party. 

In order to maintain confidentiality when engaging in electronic psychotherapy, it is important that all 
sessions be conducted in a confidential place. This means that you as the client agree to participate in 
therapy only while in a room or area where other people are not present and cannot overhear the 
conversation. I cannot guarantee that the place you choose to conduct the session is confidential. Do not 
have sessions in public places such as internet cafes or libraries.  

The extent of confidentiality and the exceptions to confidentiality that I listed in my Disclosure Statement 
still apply in electronic psychotherapy. In general information disclosed to a mental health professional 
in the course of a professional psychotherapeutic relationship cannot be disclosed without the client’s 
consent. Exceptions to this general rule include: 

• The disclosure of confidential communications shall not apply to any delinquency or criminal 
proceedings, except as provided in C.R.S. §13-90-107 

• I am required to report child abuse or neglect situations 
• I am required to report the abuse or exploitation of an at-risk elder or the imminent risk of abuse or 

exploitation 
• if I determine that you are a danger to yourself or others, including those identifiable by their 

association with a specific location or entity, I am required to disclose such information to the 
appropriate authorities or to warn the party, location, or entity you have threatened, and may be 
required to take immediate action to protect you or others from harm 

• if you become gravely disabled, I am required to report this to the appropriate authorities 



 

www.redwoodcounselingservices.com 
 

Redwood Counseling Services Teletherapy Consent Form 
Page 3 of 4 

• I may also disclose confidential information in the course of supervision or consultation in 
accordance with my policies and procedures, in the investigation of a complaint or civil suit filed 
against me, or if I am ordered by a court of competent jurisdiction to disclose such information 

There may be additional exceptions to confidential communications that I will identify to you as the 
situations arise throughout our professional relationship.  

In-Person Sessions 

From time to time, we will schedule in-person sessions to “check-in” with one another. If at any time 
while we are engaging in electronic psychotherapy, I determine, in my sole discretion, that electronic 
psychotherapy is no longer effective we will discuss options of returning to face-to-face in-person 
counseling.  

Emergencies and Technology 

Unlike in traditional in-person psychotherapy where a therapist may be better able to evaluate the 
seriousness of a client’s threats to harm oneself or others based on a combination of physical, behavioral 
and verbal cues; assessing and evaluating threats and other emergencies is more difficult when conducting 
psychotherapy electronically.  

As such, I will ask you where you are located at the beginning of each session so that if I am required to 
contact emergency personnel (police, hospital, fire), I can alert them of your location. We will not proceed 
with the session until emergency telephone numbers are located. This emergency plan is not to “track” 
you or keep “tabs” on you, but rather to ensure your safety.  

If the session cuts out, meaning the technological connection fails, and you are having an emergency do 
not call me back, but call 911, the Colorado Crisis Hotline at 844-493-TALK (8255), or go to your 
nearest emergency room. Call me after you have called or obtained emergency services.  

If the session cuts out and you are not having an emergency, hang up and I will wait two (2) minutes and 
then re-contact you via the electronic psychotherapy platform on which we agreed to conduct therapy. If 
you do not receive a call back within two (2) minutes then call me on the phone number listed above.  

If there is a technological failure and we are unable to resume the connection, you will only be charged 
the prorated amount of actual session time. 

You may be required to have certain system requirements to access electronic psychotherapy via the 
method set forth above. You are solely responsible for any cost to you to obtain any additional/necessary 
system requirements, accessories, or software to use electronic psychotherapy. The specific requirements 
for the method chosen above are: 

___________________________________________________________________________________ 

___________________________________________________________________________________ 

___________________________________________________________________________________ 

In order to maintain confidentiality and security for your electronic devices, please review the security 
protocols for  

• https://help.doxy.me/en/articles/95911-security-and-privacy-overview 
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Fees 
The same fee rates shall apply for electronic psychotherapy as apply for in-person psychotherapy. 
However, insurance or other managed care providers may not cover sessions that are conducted using 
electronic psychotherapy. If your insurance, HMO, third-party payer, or other managed care provider does 
not cover electronic psychotherapy sessions, you will be solely responsible for the entire fee of the session.  

Sexual Intimacy: 
In a professional relationship (such as psychotherapy), sexual intimacy between a therapist and a client is 
never appropriate.  If sexual intimacy occurs it should be reported to DORA at (303) 894-2291, Mental 
Health Section, 1560 Broadway, Suite 1350, Denver, Colorado 80202; State Board of Unlicensed 
Psychotherapists. 

Records 
The electronic psychotherapy sessions shall not be recorded in any way unless agreed to by mutual consent. 
However, there may be an electronic record stored on (Doxy.me). I will maintain a record of our session 
in the same way I maintain our in-person sessions in accordance with my electronic record storage police 
set forth in my Disclosure Statement. 

Informed Consent 
I, __________________________, the client, having been fully informed of the risks and benefits of 
electronic psychotherapy; the security measures in place, which include procedures for emergency 
situations; the fees associated with electronic psychotherapy; the technological requirements needed to 
engage in electronic psychotherapy; and all other information provided in this informed consent, agree to 
abide by and understand the procedures and policies set forth in this consent; and, voluntarily and not 
under duress or coercion consent to engaging in electronic psychotherapy with Dr. Chris Miller.  

 

I understand that I may revoke this agreement at any time for any reason. Such revocation is not retroactive.  

 

_______________________________________________  ________________________ 
Signature of Client       Date 

 

_______________________________________________  _________________________ 
Aaron Eichman, Signature      Date 
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