
 
 

Informed Consent for Telemedicine Services 

Telemedicine involves the use of electronic communications meaning that you will be interacting with your provider from a distant 

location.  Since this may be different than the type of consultation with which you are familiar, it is important that you understand 

and agree to the following statements. 

 The consulting provider will be at a different location from you.   

 You will be informed if any additional personnel are to be present other than yourself, individuals accompanying you and 

the provider.  You will give your verbal permission prior to the entry of any additional personnel. 

 The provider will keep a record of the date of service in your medical record. 

 You understand that you have the option to refuse telehealth service at any time without affecting the right to future care 

or treatment. 

 

Electronic systems used will incorporate network and software security protocols to protect the confidentiality of patient 

identification and imaging data and will include measures to safeguard the data and to ensure its integrity against intentional or 

unintentional corruption.  As with any medical procedure, there are potential risks associated with the use of telemedicine. These 

risks include, but may not be limited to:  

 In rare cases, the provider may determine that the transmitted information is of inadequate quality, thus necessitating a 

face-to-face meeting with the patient, or at least a rescheduled video consult;  

 Delays in evaluation and treatment could occur due to deficiencies or failures of the equipment;  

 In very rare instances, security protocols could fail, causing a breach of privacy of personal medical information;  

 

You acknowledge that you understand and agree with the following:  

 You understand that the laws that protect privacy and the confidentiality of medical information also apply to 

telemedicine, and that no information obtained in the use of telemedicine, which identifies you, will be disclosed to 

researchers or other entities without your written consent.  

 You understand that you have the right to withhold or withdraw your consent to the use of telemedicine in the course of 

our care at any time, without affecting your right to future care or treatment.  

 You understand that your healthcare information may be shared with other individuals for scheduling and billing 

purposes. The above mentioned people will all maintain confidentiality of the information obtained.  

  

Financial Responsibility 

In consideration for the telehealth services rendered to me, you agree to pay the charges not covered by any insurer or third party 

payer, including any deductible, copayment or any charges not covered as a result of your insurance plan’s policy.  Should your 

account be referred to collection, you agree to pay Psychology Consultation Specialists reasonable attorney fees and collection 

expenses. 

 

Patient Consent To The Use of Telemedicine  
 

I have read this document carefully, and hereby give my informed consent to participate in telemedicine visits under the terms 

described herein.  

 

Patient Printed Name:  DOB:   

 

Signature of Patient/ Representative:  Date:  

 

Relationship to Patient:  

 


