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Informed Consent to Telehealth Consultation 
 

PATIENT NAME 

      

DOB (MTH/DAY/YEAR) 

      

 

I have been asked by my healthcare provider to take part in a telehealth consultation with Houston Sleep and Narcolepsy PLLC (hereinafter Houston Sleep and Narcolepsy) 
and others deemed necessary to assist in my healthcare through a telehealth consultation.  In exchange for my use of telehealth to receive treatment, I understand 
acknowledge and agree to the following terms: 
 
1. I consent to the use of telehealth. I am at least 18 years old and the health condition for which I seek care is my own. 
2. The purpose is to assess and treat my medical condition.  
3. I understand that I am under no obligation to use telehealth to obtain healthcare. I choose to use telehealth rather than seek an in-person examination with a health 

professional. 
4. I will not use telehealth for medical emergency or urgent care services. 
5. I have the right to be informed of any party who will present during the consultation and I have the right to exclude anyone from being present. 
6. I have the right to object to the videotaping of the telehealth consultation.   
7. Houston Sleep and Narcolepsy will decide whether it is appropriate to treat my condition using telehealth. 
8. I understand that I have the right to request an in-person consultation before or after the telehealth consultation and I will be informed if such consultation is not 

available. 
9. Houston Sleep and Narcolepsy may require an in-person examination prior to diagnosing or prescribing a treatment plan. 
10. Houston Sleep and Narcolepsy will use professional judgment when determining whether to prescribe medication. 
11. Houston Sleep and Narcolepsy may not prescribe any controlled substances for conditions diagnosed through telehealth unless an in-person physical examination 

of the condition for which prescribing a controlled substance. 
12. The anticipated response time for electronic communications submitted through telehealth varies and I accept any risk associated with the response time, including 

a delay in obtaining healthcare treatment or a diagnosis. 
13. The telehealth consult is done through a two-way video link-up whereby the physician or other healthcare provider at Houston Sleep and Narcolepsy can see my 

image on the screen and hear my voice. However, unlike a traditional healthcare consultation, the health provider does not have the use of the other senses such 
as touch or smell; and it may not be equal to an in-person visit.  

14. Since the telehealth consultant practice in a different location and does not have the opportunity to meet with me in-person, they must rely on information provided 
by me or my onsite healthcare providers. Houston Sleep and Narcolepsy cannot be responsible for advice, recommendations and/or decisions based on incomplete 
or inaccurate information provided by me or others.  

15. I can ask questions and seek clarification of the procedures and telehealth technology.  
16. I can ask that the telehealth exam and/or videoconference be stopped at any time.  
17. I know there are potential risks with the use of this technology. These include but are not limited to: a) Interruption of the audio/video link, b) Disconnection of the 

audio/video link, c) A picture that is not clear enough to meet the needs of the consultation, and/or d) Electronic tampering.  If any of these occur, the procedure 
might need to be stopped. 

18. The consultation may be viewed by medical and non-medical persons for evaluation, informational, research, educational, quality, or technical purposes.  
19. I understand the examination may be videotaped for internal quality review or as might be required by my health coverage plan; however, the video images will 

only be used for those purposes unless further authorized below.  
20. All information is accurately submitted and I acknowledge that I am solely responsible for ensuring that the information submitted by me through telehealth is 

accurate, complete and current.  Inaccurate information may lead to a delay in my treatment or a misdiagnosis. 
21. I acknowledge that Houston Sleep and Narcolepsy strives to prevent unauthorized access to information about me and cannot guarantee that my use of telehealth 

and the information will be private or secure, and I consent to the risk.   
22. I consent to and grant Houston Sleep and Narcolepsy the right to use and disclose information that I submit in accordance with its Notice of Privacy Practices. 
23. I acknowledge and agree to the terms of Houston Sleep and Narcolepsy’s Privacy Policy. 
24. I agree to all of the terms of using telehealth, including all provisions that limit, disclaim, or release Houston Sleep and Narcolepsy from liability in connection with 

using telehealth. 
25. I agree that I am responsible for all expenses, professional fees associated with telehealth. 
26. I agree with the cost of any and all medications or supplies prescribed by Houston Sleep and Narcolepsy. 
27. I agree that this consent cannot be amended except in writing by mutual agreement of Houston Sleep and Narcolepsy and me. 
28. If any provision(s) of this consent is or becomes unenforceable or invalid, the remaining provisions will continue with the same effect. 
29. Right to Revoke.  I understand that I can revoke this consent by sending a written notice using certified mail to Houston Sleep and Narcolepsy.  I agree that my 

revocation must contain my name and address.  I also understand that my revocation means that I am not permitted to use telehealth. My revocation will be 
effective upon Houston Sleep and Narcolepsy’s receipt of my written notice, except that my revocation will not have any effect on any action taken by Houston 
Sleep and Narcolepsy in reliance on this consent before it received my written notice of revocation. 

 
I certify that I have read this consent or have had it read to me. I understand and agree to its contents. I volunteer to participate in the telehealth examination. I authorize 
Houston Sleep and Narcolepsy and other providers involved to perform procedures that may be necessary for my current medical condition.  
 
BY SIGNING BELOW, I ACKNOWLEDGE THAT I HAVE READ, UNDERSTAND, AND CONSENT TO ALL OF THE TERMS OF THIS CONSENT. 
 

PATIENT SIGNATURE 

      

DATE 

      

 

Houston 
SLEEP AND NARCOLEPSY 
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