
Telemedicine Consent Form
Practice Name: Belvonae Health & Wellness

Provider Name: Angela Stevens, MSN, APRN, PMHNP-BC
Purpose:

 Telemedicine involves the use of electronic communications to enable healthcare

providers to consult with patients remotely. This consent form provides information

regarding the use of telemedicine services, including telephone-based consultations,

and obtains your consent to proceed.

1. Nature of Telemedicine Services

Telemedicine includes the practice of healthcare delivery, diagnosis, consultation,

treatment, and education using interactive audio, video, and data communications.

Telemedicine services are conducted through secure, encrypted technology to ensure

your privacy and confidentiality.

Telephone consultations may involve communication of your health information,

including personal and medical data, via phone call.
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3. Consent to Use Telemedicine

By signing this form, you acknowledge and consent to the following:

I understand that I have the right to withhold or withdraw consent for telemedicine

services at any time without affecting my right to future care or treatment.

I understand that the laws governing the confidentiality of my medical information

apply to telemedicine services, and I have the same rights to privacy as in an in-

person visit.

I understand that my healthcare provider may determine that telemedicine is not

appropriate for my specific healthcare needs, and an in-person visit may be required.

I understand that the provider will explain the nature and purpose of the

telemedicine services, including the risks and benefits involved, and that I have the

right to ask questions and seek clarification. care.

2. Benefits and Risks of Telemedicine

Benefits:

Convenient access to healthcare services from the comfort of your location.

Reduced travel time and costs.

Access to healthcare in a timely manner.

Risks:

Telemedicine may not be as effective as an in-person visit for certain conditions.

There may be limitations in the ability to fully assess or diagnose a condition without

a physical examination. Technical issues (such as poor connection or dropped calls)

could interfere with the quality of the consultation.

Page 2 of 3



4. Financial Responsibility

I understand that I am responsible for any charges or co-pays associated with telemedicine

services as per my health insurance plan.

I understand that my insurance may or may not cover telemedicine services, and it is my

responsibility to verify coverage prior to the consultation.

5. Confidentiality

I understand that all information provided during the telemedicine consultation is

confidential and protected under the same laws that apply to in-person consultations.

I understand that I am responsible for maintaining the privacy of the consultation on my end (e.g.,

ensuring that the phone call is conducted in a private setting).

6. Termination of Telemedicine Services

I understand that I can discontinue telemedicine services at any time and seek in-person

Patient Consent:

I have read and understood the information provided above regarding telemedicine

services. I hereby give my informed consent to participate in telemedicine services under

the conditions described.

 

Patient Name: ____________________________________

Patient Signature: ____________________________________

Telephone Number: _______________________________

Date: ____________________________
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