Personal Information & Agreement
Fill OUT - SCAN/EMAIL or FAX TO 727-360-6213

Name:_______________________________________      Date of Birth______________
Address______________________________________________________________________

City___________________________________   State_____________________

Emergency Contact Name and #__________________________________________

Generally describe why you are seeking help

___________________________________________________________________________________

___________________________________________________________________________________

___________________________________________________________________________________

___________________________________________________________________________________

- - - - - - - - - -- - - -- - -- - - - -- - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - 

Please sign below that you understand the following:

1. Online therapy is limited and cannot be a substitute for disorders that require ongoing treatment and medication.
2. Sessions are confidential and will not be released unless specifically requested by the patient.

3.  If the patient presents as a danger needing help the therapist will contact the emergency number provided.
4. Skype sessions will be recorded as part of the therapist record.

5. A session will last approximately 45mim. If communication is lost due to technical problems the charge will be adjusted.
I understand and accept the above

Sign______________________________________________Date_______________
