Telehealth Consent Form

| consent to receive healthcare services from the provider named below via telehealth (audio and/or video), and
understand this may include diagnosis, treatment recommendations, and prescriptions where appropriate.

Patient Full Name * Date of Birth *

Provider / Practice Name

D | understand telehealth has limitations compared to an in-person exam and may require an in-person follow-up
|:| | understand reasonable steps are taken to protect the privacy of this session, though no electronic transmission is fully secure
D | understand the session may be interrupted or discontinued due to technical issues

Signature (type full name) Date

This is a general-reference template, not medical or legal advice, and does not by itself satisfy HIPAA or other health-privacy regulatory requirements.
Pair it with your practice's own privacy-practices notice, confirm required fields for your specialty and jurisdiction, and have a qualified professional
review it.
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