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AUTHORIZATION AND CONSENT TO PARTICIPATE IN TELEMEDICINE SERVICE 

Kahn Center for Cardiac Longevity (the “Practice”) offers its patients the ability to receive certain medical services from Joel Kahn, M.D. 
(“Dr. Kahn”) through telemedicine. Telemedicine involves the use of electronic communications to enable the Practice to provide certain 
evaluation, consultation, and office visit services at a site that is remote from a patient. The information may be used for diagnosis, 
consultation, treatment, follow-up and/or education, and may include live two-way audio and/or video and other materials (e.g., medical 
records, data from medical devices, etc.). The communications systems normally used will incorporate network and software security 
protocols to protect the confidentiality of patient information and will include reasonable measures to safeguard the data and to ensure 
its integrity against intentional or unintentional corruption.   
 
The anticipated benefits of telemedicine may include improved access to medical care by enabling a patient to remain at his or her home 
or office while consulting Dr. Kahn, and more efficient medical evaluation and management. The possible risks of telemedicine may 
include delays in medical evaluation, consultation or treatment due to deficiencies or failures of the equipment, failures in security 
protocols, causing a breach of privacy of personal medical information, and lack of access to complete medical records which may result 
in certain negative outcomes.  
 
By signing below, you acknowledge that you understand, consent to and agree with the following:  
 

1. I consent to receiving services by telemedicine.  I understand that telemedicine may involve electronic communication of my 
personal medical information to Dr. Kahn who is located remotely from me. I understand that an examination of me may take 
place during the telemedicine service.  
 

2. I understand that I may expect the anticipated benefits from the use of telemedicine in my care, but that no results can be 
guaranteed or assured.  
 

3. I understand that I am not guaranteed that Dr. Kahn will write a prescription or furnish treatment to me beyond the telemedicine 
service. I understand I may receive information regarding follow-up care to the extent medically necessary.  
 

4. I understand that my health care information may be shared with other individuals for treatment, payment and health care 
operations purposes and/or as otherwise specified in the Notice of Privacy Practices. I also understand that medical or 
nonmedical personnel may be present during the telemedicine service to aid in video and/or audio transmission.  
 

5. I understand that video, audio and/or digital photos may be recorded during the telemedicine service.  
 

6. I understand that I may give additional express or implied consent while communicating with Dr. Kahn during the telemedicine 
service. I understand I may also withhold or withdraw consent to the telemedicine service at any time without affecting my right 
of future care or treatment.  
 

7. I understand that the Practice does not accept insurance and that I am financially responsible for the telemedicine service.  
 

8. I acknowledge that I have had the opportunity to ask questions regarding the telemedicine service and that any questions have 
been answered to my satisfaction.   
 
 

 
Signature: _______________________________________________________  Date: ___________________________ 
  Patient (or person authorized to give consent) 
 
Name (Print): ____________________________________________________________________ 
 
 
If signed by person other than patient, provide relationship to patient: ________________________ 


