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I:_________________________________________________________________
(name of the patient*, date of birth)

hereby give my consent 


to_________________________________________________________________ 
(name of the psychotherapist)

in the collection, processing and use of my following health data: 

· name 
· First name
· Date of birth
· Health insurance; health insurance number
· anamnesis, diagnosis, therapy suggestions, findings 
· Date of appointment
· Duration
· Type of appointment
· ... (if further data are collected, processed and used)

Data processing is carried out exclusively for the purpose of carrying out the video consultation by the provider of the video consultation …………………………………….(Name of the company).

The psychotherapist* will keep the health data for as long as is necessary to fulfil the treatment contract and to carry out the treatment. In accordance with the legal requirements, the psychotherapist* will store your health data after the end of the treatment relationship. The psychotherapist is obliged by law to keep such data for at least 10 years after the end of the treatment (last contact between psychotherapist and patient). The storage of the data takes place on my practice IT.

The collection of health data is a prerequisite for the execution of the video consultation. This cannot take place without you providing the necessary information. 

These data are only accessible to authorised people. 

Consent is given on a voluntary basis. I acknowledge that I am entitled to the following rights:

· according to Art. 7 para. 3 DSGVO, the once given consent can be revoked by me in written form at any time. The declaration of revocation is to be sent in written form to the psychotherapist. This will have the consequence that data processing, which was based on this consent, may no longer be continued in the future;
· according to art. 15 DSGVO I can request information about the processed health data. In particular, I may request information on the purposes of the processing, the category of health data, the categories of recipients to whom my data have been or will be disclosed, the planned storage period, the existence of a right of rectification, erasure, restriction of processing or opposition, the existence of a right of appeal, the origin of my data if they have not been collected from the service provider, and the existence of automated decision making including profiling and, where applicable, meaningful information on the details thereof;
· in accordance with Art. 16 DSGVO, I can immediately request the correction of incorrect data or the completion of health data stored by the psychotherapist;
· according to art. 17 DSGVO I can request the deletion of the health data stored by the psychotherapist, unless the processing is necessary to exercise the right of freedom of expression and information, to fulfil a legal obligation, for reasons of public interest or to assert, exercise or defend legal claims;
· in accordance with Art. 18 DSGVO, I can demand the restriction of the processing of health data if the accuracy of the data is disputed by me, if the processing is unlawful but I refuse to have it deleted and the service provider no longer requires the data or if I have lodged an objection to the processing in accordance with Art. 21 DSGVO
· in accordance with Art. 20 DSGVO, I may receive my health data that I have provided in a structured, common and machine-readable format or request that it be transferred to another responsible party and
· complain to a supervisory authority pursuant to Art. 77 DSGVO. As a rule, I can turn to the supervisory authority of my usual place of residence or workplace or the practice of the service provider.

Note: 
The provider of the video consultation (name…………………………………….) does not have access to your health data or the content of the conversation, does not record video calls and does not forward any data to third parties.



_______________________________ 	________________________________
Signature Patient	 			Signature Psychotherapist



_______________________________	________________________________
Place, date 					Place, date		
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