
    
 

 

 

April 21, 2017 

 

 

TELEMEDICINE PATIENT CONSENT FORM 

PROVIDER:   ______JEFFREY FRANKEL, M.D.    ______DAVID REED, M.D.      ______JEFFREY EVANS, M.D. 

Please note: To participate you must have: 

1. Android or Apple phone or Firefox or Chrome Web browser 

2. EMAIL____________________________________________ 

PATIENT NAME:___________________________________________DOB:______________ 

 

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 video conference session so that it can be viewed by a doctor and other persons involved in my medical or 

mental health care.  

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 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.  

I understand that medical records of telemedicine services will be kept at Drs. Frankel, Reed and Evans office.  

I understand that my Personal health information will not be recorded or data stored by the doxy.me site.  

I understand that doxy.me is HIPAA compliant.  

 

Signature of patient (or parent/guardian):_______________________________________________Date:__________ 

Please print the above name:________________________________________________________________________ 

Signature of Witness:________________________________________________________________Date:__________ 

 

_________I wish to decline telehealth consultations at this time. 

Signature of patient:_________________________________________________________    ______Date:__________ 

Please print above name:___________________________________________________________________________ 

 

 
 

 

 DR'S FRANKEL, REED, AND EVANS 
ADULT AND PEDIATRIC UROLOGY 

Jeffrey M. Frankel, M.D.   David C. Reed, M.D.  Jeffrey L. Evans, M.D.  

16259 Sylvester Rd SW, Suite 303 

Burien, WA 98166 

(P) 206-244-2822   (F) 206-243-7807 

 


