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Consent for Telemedicine Services 
Telemedicine is health care services over a distance using electronic communications and software to 
provide clinical services to patients without an in-person visit. Telemedicine expands access to care, 
makes health management easier for patients and improves the efficiency of the healthcare delivery 
network. Telemedicine has many applications in healthcare, including standard clinical care, counseling 
or therapy, patient education, professional consultant or supervision, and more. 

The visit will be conducted in real time, via synchronous interactive video and audio-conferencing 

technology while the patient is located at home and the provider is located at Premier Diabetes Care 
office. All charges will apply as if the visit was conducted in face-to-face, which means the patient will be 
responsible for co-pay, deductible, and any portion of charges that their insurance did not pay. Patients 
have the right to discontinue Telemedicine services with Premier Diabetes Care anytime. 

Advantages of Telemedicine 
• Convenient
• Cost effective
• Increases access to care
• Saves time

Disadvantages of Telemedicine 
• Decreased face-to-face visits
• Requires internet and hardware with

video and audio capability
• Limits physical exams
• Technical issues can delay or impact the

visit

I have read all the given information and agree to utilize the telemedicine services that are provided at 

Premier Diabetes Care. I understand that I will be responsible for the charges occurred from the 
remote visit as if it was a face-to-face office visit. I also understand that I can discontinue telemedicine 
services anytime. 

Patient Name (Print): ___________________________________________ Date of Birth: ___________ 

Signature: ____________________________________________________ Date: __________________ 

Name of Representative (if not patient): _______________________________________________________ 

Representative Signature: _______________________________________ Relation: _______________ 
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