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INLAND NORTHWEST HEALTH SERVICES





P.O. Box 469, Spokane, WA  99210
Phone:  (888) 258-9632    Fax:  (509) 232-8155

PATIENT TELEHEALTH 

CONSULTATION CONSENT FORM

	 Please Print
TeleHealth Consultation Location: ______________________________________

Patient Name: _______________________________________________________

Patient’s Provider: ___________________________________________________

Consulting Provider: _________________________________________________

Others in Attendance: ​​​​​________________________________________________

Reason: ____________________________________________________________

Insurance Information: ________________________________________________

Date of  Telehealth Consultation: __________________ Time: _____________




I, the above named patient, authorize the above-named physician and/or his/her designee(s), to communicate via compressed video on the Northwest TeleHealth network with the above named healthcare provider (consultant) or other healthcare providers (consultants) on the above named NW TeleHealth network, in the State of __________________.

I understand the purpose of the NW TeleHealth network is to provide healthcare and education services away from: (circle one) Sacred Heart Medical Center, Deaconess Medical Center, Holy Family Hospital, St. Luke’s Rehabilitation Institute, Valley Hospital & Medical Center or other ______________________________using compressed video technology.

I understand that compressed video technology is a technology to deliver healthcare and educational services and, as such, may not be the equivalent of a direct patient to physician contact.  I recognize that such direct patient to physician contact continues to be available to me and that I may avail myself of such direct patient to physician contact at anytime.  I have not received any guarantee, representation or warranty with respect to the benefits realized from, or the consequences of, the use of the NW TeleHealth network.

I understand that the following portions of a physical exam may be conducted via the NW TeleHealth network:

· Evaluation of ears.

· Evaluation of eyes.

· Evaluation of throat.

· Evaluation of heart.

· Evaluation of lungs.

· Evaluation of skin/wounds.

· Evaluation of ________________
· Verbal request of Medical History.
I understand that I can request the examination be discontinued anytime either at my request or at the direction of my healthcare provider or his or her designee.

I understand that any information, diagnoses, treatments, or other medical evaluation discussed during this telehealth consultation will remain confidential.  I further understand that my permission or that of my above named healthcare provider is required in order to release any exchange of information from this consultation.

I understand that, as with any electronic technology, there may be disruptions associated with the NW TeleHealth network which are beyond the control of (a) (circle one) Sacred Heart Medical Center, Deaconess Medical Center, Holy Family Hospital, St. Lukes Rehabilitation Institute, Valley Hospital & Medical Center) or other ___________________________, its affiliates, agents and employees, (b) the telehealth network, and (c) my healthcare provider and his or her designee(s).  Therefore, I release such parties from any liability in connection with the dissemination and the release of the information contained therein as contemplated hereby.

I acknowledge that the use of the NW TeleHealth network has the following risks, each of which has been fully explained to me:

· Same as a medical encounter.

· Diagnosis.

· Patient chart versus film or photograph.

· Security of film or photograph.


___________________
_________________________________________


Date



Patient Signature


___________________
_________________________________________


Date



Signature of Physician using Northwest TeleHealth


  


   If patient is a minor or is mentally or physically incapacitated, the authorized


   representative identified below provides consent for use of compressed video


   consultation.





_____________________________________ Reason Unable to Sign (if applicable)





_____________________________________	     _________________


	                  Name (print)                    	       	   Relationship to Patient


								    (If Other Than Self)





_________________________________________	_________________


           Authorized Representative Signature			      Date 
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