
CONSENT TO USE AND DISCLOSURE OF HEALTH INFORMATION 

By signing this form, you are granting consent to Alpine Family Practice P.C. to use and disclose your protected health 

information for the purposes of treatment, payment and health care operations. Our Notice of Privacy Practices 

provides more detailed information about how we may use and disclose this protected health information. You have a 

legal right to review our Notice of Privacy Practices before you sign this consent, and we encourage you to read it in full. 

Our Notice of Privacy Practices is subject to change. If we change our notice, you may obtain a copy of the revised notice 

by contacting Alpine Family Practice P.C. at (303) 752-1157. You have a right to request that we restrict how we use and 

disclose your protected health information for the purposes of treatment, payment or health care operations. We are 

not required by law to grant your request. However, if we do decide to grant your request, we are bound by our 

agreement. You have the right to revoke this consent in writing, except to the extent we already have used or disclosed 

your protected health information in reliance on your consent. I acknowledge that I have received a copy of Provider's 

Notice of Privacy Practices.  

Signature (or parent/guardian)__________________________________________________Date:___________________ 

 

Please print name above______________________________________________________________________________ 

 

TELEMEDICINE PATIENT CONSENT FORM 
  

 I, (name of patient or parent/guardian) ________________________________________________________, agree to 

participate in a telemedicine evaluation. By signing this agreement, I authorize the electronic transmission of my medical 

information and/or videoconference session so that it can be viewed by a doctor and other persons involved in my 

medical or mental health care. [Note: The likelihood of this transmission being intercepted by persons other than those 

at the consulting site is extremely small].  

  

I understand that I can withdraw my permission at any time and that I do not have to answer any questions that I 

consider to be inappropriate or am unwilling to have heard by other persons. I understand that if I do not choose to 

participate in a telemedicine session, no action will be taken against me that will cause a delay in my care and that I may 

still pursue face-to-face consultation.  

 I understand that as with any technology, telemedicine does have its limitations. There is no guarantee, therefore, that 

this telemedicine session will eliminate the need for me to see a specialist in person.  

 

 Signature of patient (or parent/guardian): ________________________________________Date:___________________ 

 

 

Please print name above______________________________________________________________________________ 

 

 

 

 

 

 

 


