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In Office Therapy Sessions Agreement 

You are not required to receive psychotherapy in person.  By coming to the office, you assume the risk 
of exposure to COVID-19 (or any other health risk).  If you are concerned about possible risks to your 
health, consult with your physician before aUending in session meeVngs. 

I will respect your decision should you at any Vme choose to return to Telehealth services.  If at any 
Vme it becomes unsafe due to a resurgence of COVID-19 or other health reason, I may require that we 
resume Telehealth sessions.  If I determine a return to Telehealth services is necessary, I will aUempt 
to share that decision with you as soon as pracVcable. 

By receiving services in person, you will be mindful of the risks to yourself, your therapist, and your 
family members.  I request the following from you: 

You will only aUend in person sessions if you are free of COVID-19 symptoms. I am happy to provide 
you with Telehealth services if you are feeling unwell. 

You will adhere to the public health orders addressing requirements for facial coverings and social 
distancing to the extent they exist. 

You will wash your hands and/or use hand saniVzer prior to entering my office. 

You will wear a face covering and social distance in the office waiVng room while waiVng for your 
appointment.   

If you are working in a job that exposes you to individuals who may be infected, I request that you 
please let me know.  I do not recommend aUending in person sessions if you are exposed to anyone 
who may be infected with COVID-19. 

If you or a member of your immediate household tests posiVve for COVID-19, you should not aUend in 
person sessions.  You agree to inform me right away and we will resume Telehealth sessions. 

There are certain circumstances under which I may be required to noVfy health authoriVes that you 
have been in my office.  This typically would only occur if someone who had been seen in my office 
were to test posiVve for COVID-19.  If this situaVon arises, and in accordance with applicable privacy 
laws, I will provide the minimum informaVon necessary for the health authoriVes to perform their 
duVes. 

I agree with the stated in office therapy agreements policy and will adhere to these agreements. 

Signed:_________________________________________________________ 

Date:_______________________________________


