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Informed Consent for Telehealth Consultations
To better serve the needs of people in the community, health care services are now available by interactive video communications and/
or by the electronic transmission of information. This may assist in the evaluation, diagnosis, management and treatment of a number
of health care problems. This process is referred to as “telemedicine” or “telehealth.” This means that you may be evaluated and
treated by a health care provider or specialist 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.
1.
2.
3.
4.
5.

6.
7.

The consulting health care provider or specialist will be at a different location from me. A physician or other health care provider
(“presenting practitioner”) may be present with me in the room to assist in the consultation.
The presenting practitioner may transmit or share electronically details of my medical history, examinations, x-rays, tests,
photographs or other images with the specialist who is at a different location.
I will be informed if any additional personnel are to be present other than myself, individuals accompanying me, the presenting
practitioner and, via video, the consultant. I will give my verbal permission prior to the entry of the additional personnel.
The physician or health care provider for whom the on-site examination or treatment is performed (that is, the “presenting
practitioner”) will keep a record of the consultation in my medical record.
RELEASE OF INFORMATION: Dr. Nancy Aria is authorized to furnish medical information from my emergency medical record
to the referring physician, if any, and to any insurance company or third party payer for the purpose of obtaining payment of the
account, Dr. Nancy Aria is authorized to release information from my medical record to any other health care facility or provider
to which my care may be transferred.
I voluntarily consent to health care services provided by my doctor(s) or a designee, which may include diagnostic tests, drugs,
examinations, and medical or surgical treatments considered necessary to treat my health problem.
I understand that I may be released before all my medical problems are known or treated and it is my responsibility to make
arrangements for follow-up care.

ASSIGNMENT OF BENEFITS
FOR MEDICARE PATIENTS ONLY: I have Medicare and authorize payment directly to Nancy Aria, MD.
My Medicare number is: ___________
FINANCIAL RESPONSIBILITY
Please read and initial the following statement:

_____I understand that most insurance companies have claimed that they will cover telemedicine appointments during the
Coronavirus disease (COVID-19) outbreak, and that they plan to treat the visit as if it were in the office. I am aware that I may not
have coverage for telemedicine at this time, and if not, I am responsible for the payment.
I _________________ acknowledge that I am currently located in Virginia and consent to being treated by Dr. Aria via Telemedicine.
(Print Patient Name)
Signature: ___________________________________________________
I acknowledge that I have read the above statements

Patient D.O.B: __/__/____

Date__________

APPOINTMENT DETAILS
Please fill out the following details for the telemedicine appointment.
1.
2.
3.

Please circle one of the following: FaceTime (iPhone) or WhatsApp (Android)
Phone number for video call (if applicable): ________________________
Preferred pharmacy phone number: ______________________

or

Doxy.me (for Tricare Patients)

