
 
 
 

CONSENT FOR TREATMENT FOR TELEMEDICINE 
 
I, knowing that I am suffering from a condition requiring diagnostic, medical or surgical treatment, do hereby 
voluntarily consent to such procedures and care and to such medical, surgical (labs, injections) or other services 
under the general and specific instructions of the physicians of North Texas Kidney Disease Associates, and their 
assistants or designee as is necessary in their judgment.  North Texas Kidney Disease Associates has on staff at 
select locations an advance practice nurse to assist in the delivery of nephrology care.  An advance practice nurse 
is NOT a doctor.  An advance practice nurse is a registered nurse who has received advanced education and 
training in the provision of health care.  An advance practice nurse can diagnose, treat and monitor common acute 
and chronic diseases, as well as, provide health maintenance care.  I understand that at any time I can refuse to 
see the advance practice nurse and request to see a physician. 
 
I also acknowledge that the practice of medicine is not an exact science and that no guarantees have been made 
to me as to the results of the treatments or examination by the physicians of North Texas Kidney Disease 
Associates. 
 
Telemedicine services involve the use of secure interactive videoconferencing equipment and devices that enable 
health care providers to deliver health care services to patients when located at different sites.   
 
1. I understand that the same standard of care applies to a telemedicine visit as applies to an in-person visit.   
2. I understand that I will not be physically in the same room as my health care provider. I will be notified of and 

my consent obtained for anyone other than my healthcare provider present in the room.   
3. I understand that there are potential risks to using technology, including service interruptions, interception, 

and technical difficulties.  
a. If it is determined that the videoconferencing equipment and/or connection is not adequate, I understand 

that my health care provider or I may discontinue the telemedicine visit and make other arrangements to 
continue the visit.  

4. I understand that I have the right to refuse to participate or decide to stop participating in a telemedicine visit, 
and that my refusal will be documented in my medical record. I also understand that my refusal will not affect 
my right to future care or treatment. 
a. I may revoke my right at any time by contacting North Texas Kidney Disease Associates at  

(972) 219-0558. 
5. I understand that the laws that protect privacy and the confidentiality of health care information apply to 

telemedicine services. 
6. I understand that my health care information may be shared with other individuals for scheduling and billing 

purposes. 
a. I understand that my insurance carrier will have access to my medical records for quality review/audit.  



 
 
 

b. I understand that I will be responsible for any out-of-pocket costs such as copayments or coinsurances 
that apply to my telemedicine visit. 

c. I understand that health plan payment policies for telemedicine visits may be different from policies for 
in-person visits. 

7. I understand that this document will become a part of my medical record.    
 
By signing this form, I attest that I (1) have personally read this form (or had it explained to me) and fully 
understand  and agree to its contents; (2) have had my questions answered to my satisfaction, and the risks, 
benefits, and alternatives to telemedicine visits shared with me in a language I understand; and (3) am located in 
the state of Texas and will be in Texas during my telemedicine visit(s). 
 
 
 
 ___________________________________________________  
 PATIENT SIGNATURE 
 
 ___________________________________________________  
 DATE 
 
 ___________________________________________________  
 WITNESS 


