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INFORMED CONSENT TERMS FOR TELEHEALTH SERVICES
1. I understand that telehealth is the use of electronic information and communication technology to
deliver health care services including, but not limited to, the assessment, diagnosis, consultation,
treatment, education, care management and/or self-management of a patient, when the patient is
located at a different site than the provider.
2. I understand that my health care provider wishes me to engage in a telehealth consultation.
3. My health care provider has explained to me how the electronic information and communication
technology will be used during the consultation and will not be the same as a direct patient/health care
provider visit due to the fact that I will not be in the same room as my health care provider.
4. I understand there are potential risks to this technology, including interruptions, unauthorized access
and technical difficulties that may lead to an inability to obtain information sufficient for decision making
about my health problem and that all reasonable precautions will be taken to minimize these risks.
5. I understand that my health care provider or I can discontinue the telehealth consult/visit if it is felt that
the videoconferencing connections are not adequate for the situation.
6. I have had the alternatives to a telehealth consultation explained to me. In choosing to participate in a
telehealth consultation, I understand that some parts of the exam involving physical tests may be
conducted by individuals at my location at the direction of the consulting health care provider.
7. I understand that my healthcare information may be shared with other individuals for treatment,
payment or operations purposes, in accordance with Pennsylvania State and Federal Privacy rules and
the Notice of Privacy Practices. Others may also be present during the consultation other than my
health care provider, and consulting health care provider, in order to operate the communication
equipment.
8. The above-mentioned people will all maintain confidentiality of the information obtained. I further
understand that I will be informed of their presence during the consultation and will have the right to
request the following:
a. omit specific details of my medical history/physical examination that are personally sensitive to
me,
b. ask non‐medical personnel to leave the telehealth examination room, and/or
c. terminate the consultation at any time.
9. My questions have been answered and the risks, benefits and any practical alternatives have been
discussed with me in a language in which I understand.
10. I understand that I have the right to withhold or withdraw my consent to the use of telehealth in the
course of my care at any time, without affecting my right to future care or treatment.
11. I may revoke my consent orally or in writing at any time by contacting Collaborative Care via email at
Admins@CollaborativeCare.Org or by calling 215-884-1776 x 115

12. I understand that I will be responsible for any copayments or coinsurances that apply to my telehealth
visit.
13. I understand that I have the right to have appropriately trained staff immediately available while
receiving the telehealth service to attend to emergencies and other needs.
14. I understand that I have the right to select another provider and be notified that by selecting another
provider, there could be a delay in service and the potential need to travel for a face-to-face visit.
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1. Click on your providers name to enter their virtual waiting room.
2. By clicking on the link to start the video visit below, I certify:
a. That I have read the INFORMED CONSENT TERMS FOR TELEHEALTH SERVICES
b. That I fully understand its contents including the risks and benefits of the procedure(s)
c. That I have been given ample opportunity to ask questions and that any questions have been
answered.
3. Check in at the time of your appointment and wait, your provider will be with you shortly.
4. Make your co-pays while you wait using the payment link at the bottom of this page.
5. After your appointment to reschedule please call the office.
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