ILDIKO TABORI, PHD

PSYCHOLOGIST
CA PSY19688

INFORMED CONSENT ADDENDUM FOR ONLINE THERAPY

Il UNDERSTAND THAT THERAPY CONDUCTED ONLINE IS TECHNICAL IN NATURE AND THAT PROBLEMS
MAY OCCASIONALLY OCCUR WITH INTERNET CONNECTIVITY. DIFFICULTIES WITH HARDWARE,
SOFTWARE, EQUIPMENT, AND/OR SERVICES SUPPLIED BY A THIRD PARTY MAY RESULT IN SERVICE
INTERRUPTIONS. ANY PROBLEMS WITH INTERNET AVAILABILITY OR CONNECTIVITY ARE OUTSIDE THE
CONTROL OF DR. ILDIKO TABORI AND THE OFFICE OF DR. ILDIKO TABORI AND THE OFFICE MAKES NO
GUARANTEE THAT SUCH SERVICES WILL BE AVAILABLE OR WORK AS EXPECTED. IF SOMETHING OCCURS
TO PREVENT OR DISRUPT ANY SCHEDULED APPOINTMENT DUE TO TECHNICAL COMPLICATIONS AND THE
SESSION CANNOT BE COMPLETED VIA ONLINE VIDEO CONFERENCING, | AGREE TO CALL DR. ILDIKO
TABORI BACK AT: (310) 429-5968.

I AGREE TO TAKE FULL RESPONSIBILITY FOR THE SECURITY OF ANY COMMUNICATIONS
OR TREATMENT ON MY OWN COMPUTER AND IN MY OWN PHYSICAL LOCATION. I
UNDERSTAND | AM SOLELY RESPONSIBLE FOR MAINTAINING THE STRICT CONFIDENTIALITY OF MY
USER ID AND PASSWORD AND NOT ALLOW ANOTHER PERSON TO USE MY USER ID TO ACCESS THE
SERVICES. | ALSO UNDERSTAND THAT | AM RESPONSIBLE FOR USING THIS TECHNOLOGY IN A SECURE
AND PRIVATE LOCATION SO THAT OTHERS CANNOT HEAR MY CONVERSATION.

I UNDERSTAND THAT THERE WILL BE NO RECORDING OF ANY OF THE ONLINE SESSION AND THAT
ALL INFORMATION DISCLOSED WITHIN SESSIONS AND THE WRITTEN RECORDS PERTAINING TO
THOSE SESSIONS ARE CONFIDENTIAL AND MAY NOT BE REVEALED TO ANYONE WITHOUT MY
WRITTEN PERMISSION, EXCEPT WHERE DISCLOSURE IS REQUIRED BY LAW.

CONSENT TO TREATMENT

I, , VOLUNTARILY AGREE TO RECEIVE ONLINE THERAPY
SERVICES FOR AN EVALUATION, CONSULTATION, TREATMENT, CONTINUED CARE, OR OTHER SERVICES
AND AUTHORIZE DR. ILDIKO TABORI AND THE OFFICE OF DR. ILDIKO TABORI TO PROVIDE SUCH CARE,
TREATMENT, OR SERVICES AS ARE CONSIDERED NECESSARY AND ADVISABLE. | UNDERSTAND AND
AGREE THAT | WILL PARTICIPATE IN THE PLANNING OF MY CARE, TREATMENT, OR SERVICES AND THAT
I MAY WITHDRAW CONSENT FOR SUCH CARE, TREATMENT, OR SERVICES THAT | RECEIVE THROUGH DR.
ILDIKO TABORI AND THE OFFICE OF DR. ILDIKO TABORI AT ANY TIME. BY SIGNING THIS INFORMED
CONSENT, I, THE UNDERSIGNED PATIENT, ACKNOWLEDGE THAT | HAVE BOTH READ AND UNDERSTOOD
ALL THE TERMS AND INFORMATION CONTAINED HEREIN. AMPLE OPPORTUNITY HAS BEEN OFFERED TO
ME TO ASK QUESTIONS AND SEEK CLARIFICATION OF ANYTHING UNCLEAR TO ME.

I HAVE READ ALL OF THE ABOVE TERMS CAREFULLY, UNDERSTAND THEM, AND AGREE TO THEM.

SIGNATURE: DATE:

NAME (PLEASE PRINT):
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