
PIPER SCHOOL District USD 203  
A Standard of Excellence School 

 
Piper USD #203 Virtual School Counseling Informed Consent  

STUDENT NAME: ______________________________________ GRADE: __________________ 

PARENT/GUARDIAN NAME: _____________________________ SCHOOL: _________________ 

 
I understand that virtual school counseling includes academic preparation, the practice of 
coping strategies, referral to outside resources, and help with problem-solving skills. 
School counseling is not on-going therapy, diagnosis, or treatment for mental health 
concerns.  
 
I understand that the guidelines that protect confidentiality of personal information also 
apply to virtual school counseling. However, there are both mandatory and permissive 
exceptions to confidentiality, including, but not limited to, reporting of statements about 
harming oneself, someone else, or someone harming them. 
 
I also understand that virtual school counseling will occur primarily through interactive 
audio, video, telephone, email, instant messaging, and/or other data communications. I 
understand that there are risks and possible consequences from virtual school counseling, 
including, but not limited to, the possibility, despite reasonable efforts on the part of the 
school district  that the transmission of my personal information could be disrupted or 
distorted by technical failures; the transmission of my personal information could be 
interrupted by unauthorized persons; and/or the electronic storage of my personal 
information could be accessed by unauthorized persons. I also understand that these 
could be greater risks if my student’s network at home is not secure.  

 
By electronically signing this document, I not only give consent for participation in virtual school 
counseling, but I also agree that certain situations including emergencies and crises are 
inappropriate for audio/video/computer based counseling services. If my student is in crisis or in 
an emergency I should immediately call 9-1-1 or seek help from a hospital or crisis oriented 
health care facility in my immediate area.  
 
Signature of Parent/Guardian  ______________________________________ Date _________ 
 
 
Printed name of student ___________________________________________ 
 

 
 
 
 
 

This has been adapted with permission posted in Higher Education Mental Health Alliance. Permission was given to be shared by Larry Long, Jr., 
Licensed Psychologist, Senior Director, Counseling & Educational Support Services, University of Kansas Medical Center 


