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WAIVER AND CONSENT FOR TELEMEDICINE SERVICES
DATE:  
NAME:  
DOB:
Our practice remains committed to the face-to-face practice of pain management as the appropriate model to deliver safe medication management. The availability of telemedicine and ePrescribing will only be available during this declared state of emergency.  Also, please be advised that you may be required to present in person for a urine drug test which will require minimal contact with our staff and other patients. Also, please be aware that during this time, there will be a zero-tolerance policy for dose escalation or other violations of the Opioid Agreement that all patients on opioid medications sign with our practice. A copy of that document can be found on our website at indypain.com/IPSColumbus.com.
1. I understand that my healthcare provider wishes me to engage in a telemedicine consultation.

2. My health care provider has explained to me how the video conferencing technology that will be used to affect such a consultation 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.

3. I understand there are potential risks to this technology, including interruptions, unauthorized access and technical difficulties.  I understand that my health care provider or I can discontinue the telemedicine consult/visit if it is felt that the video conferencing connections are not adequate for the situation.

4. I understand that my healthcare information may be shared with other individuals for scheduling and billing purposes.  Others may also be present during the consultation other than my health care provider and consulting health care provider in order to operate the video equipment.  The above-mentioned people will all maintain confidentiality of the information obtained.  I further understand that I will be informed of their presence in the consultation and thus will have the right to request the following: (1) omit specific details of my medical history and/or physical examination that are personally sensitive to me; (2) ask non-medical personnel to leave the telemedicine examination room; and/or (3) terminate the consultation at any time.

5. I have had the alternatives to a telemedicine consultation explained to me, and that by choosing to participate in a telemedicine consultation, I understand that some parts of the exam involving physical tests may not be possible, or may be provided by a medical professional at a local facility.

6. In an emergent consultation, I understand that the responsibility of the telemedicine consulting specialist is to advise my local practitioner, and that the specialist’s responsibility will conclude upon termination of the video conference connection.

7. I understand that my telemedicine consultation will be subject to billing by my consulting health care provider and if applicable as a facility fee from the site at which the service was rendered.

8. I have had a direct conversation with my health care provider, during which I had the opportunity to ask questions in regard to this procedure.  My questions have been answered and the risks, benefits, and any practical alternatives have been discussed with me in a language I understand.

By signing this form, I certify:

· That I have read, had this form read, and/or had this form explained to me.

· That I fully understand its contents, including the risks and benefits of the procedure(s).

· That I have been given many opportunities to ask questions and that any questions have been answered to my satisfaction.
I am also signing this form with the full understanding that services delivered through telemedicine may be considered a non-covered benefit by commercial insurance companies. (Services are covered for Medicare beneficiaries during this state of emergency.)  My copay, coinsurance, and any portion of the fees for these services not covered by my insurance company are and will ultimately be my responsibility. The patient financial services staff will be available to work with patients, but I understand that fees for services provided are ultimately my responsibility. 

______ After reading the above information, I understand that the fees for these services are my responsibility and I give consent to proceed with these services.
___________________________

_________________



Patient’s Signature 




Date



  Time
(If under 18, Parent or Legal Guardian signature)
Please provide your email address and cell phone number to facilitate remote delivery of care.

Email address: ___________________________________________

Cell phone number:  _______________________________________
