
 
 
 

MELANIE CURTIS,  LCSW 
1600 LAKE AIR;  121 

WACO, TX 76710 
 

 

 1 

INFORMED CONSENT FOR ELECTRONIC COMMUNICATION 
 
Because electronic means of communication are sometimes more efficient and accessible than traditional telephone services, 
Melanie Curtis, LCSW has made available options to enhance efficiency and customer care.    
 
 

RISKS OF USING ELECTRONIC COMMUNICATION 
The Therapist will use reasonable means to protect the security and confidentiality of information sent and received using 
electronic communications.  However, because of the risks outlined below, the Therapist cannot guarantee the security and 
confidentiality of electronic communications:  

• Employers and online services may have a legal right to inspect and keep electronic communications that pass through 
their system.  

• Electronic communications can be forwarded, intercepted, circulated, stored, or even changed without the knowledge 
or permission of the Therapist or the patient.  

• Even after the sender and recipient have deleted copies of electronic communications, back-up copies may exist on a 
computer system.  

• Electronic communications may be disclosed in accordance with a duty to report or a court order.  
• Email, text messages, and instant messages can be easier to falsify than handwritten or signed hard copies. It is not 

feasible to verify the true identity of the sender, or to ensure that only the recipient can read the message once it has 
been sent.  

 

CONDITIONS OF USING THE SERVICES 
While the Therapist will attempt to review and respond in a timely fashion to your electronic communication, the Therapist cannot 
guarantee that all electronic communications will be reviewed and responded to within any specific period of time.  The Services 
will not be used for medical emergencies or other time-sensitive matters.   

• If your electronic communication requires or invites a response from the Therapist and you have not received a 
response within a reasonable time period, it is your responsibility to follow up to determine whether the intended 
recipient received the electronic communication and when the recipient will respond.  

• Electronic communication is not an appropriate substitute for in-person or over-the-telephone communication or clinical 
examinations, where appropriate, or for attending the Emergency Department when needed.  You are responsible for 
following up on the Therapist’s electronic communication and for scheduling appointments where warranted.  

• Electronic communications concerning diagnosis or treatment may be made part of your medical record.   
• The Therapist will not forward electronic communications to third parties, including family members, without your prior 

written consent, except as authorized or required by law.  
• You agree to inform the Therapist of any types of information you do not want sent via the Services. 
• The Therapist is not responsible for information loss due to technical failures associated with your software or internet 

service provider. 
 

INSTRUCTIONS FOR COMMUNICATION USING THE SERVICES 
To communicate using the Services, you must:  

• Inform the Therapist of any changes in the patient’s email address, mobile phone number, or other account information 
necessary to communicate via the Services.  

• Take precautions to preserve the confidentiality of electronic communications, such as using screen savers and 
safeguarding computer passwords.  

 
 

 
PATIENT CONSENT TO THE USE OF ELECTRONIC COMMUNICATION: 
I acknowledge that I have read and fully understand the risks, limitations, conditions of use, and instructions for use of electronic 
communications.  I consent to the conditions and will follow the instructions outlined as well as any other conditions that the 
Therapist may impose on communications with patients using the Services.   All of my questions have been answered to my 
satisfaction.  
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I understand that this office will not be responsible for information loss or delay or breaches in confidentiality that are due to 
technical factors beyond this office’s control.  
 

I acknowledge that either my Therapist or myself may, at any time, withdraw the option of communicating electronically through 
the Services upon providing written notice. 
 

I hereby give my informed consent for the use electronic communication. 
 
 
 
              
Signature of Patient (or Parent/Guardian if minor)    Relation     Date 
 
 
 
              
Printed Name of Patient (or Parent/Guardian if minor)          Date 
 

 
 


