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AUTHORIZATION AND CONSENT TO PARTICIPATE IN
TELEMEDICINE CONSULTATION

The purpose of this form is to obtain your consent to participate in a telemedicine consultation with the following pediatric speciatist:

1) . Purpose and Benefits. The purpose of this project is to use telemedicing to enable patients living in rural and/or underserved
:,-"._j.'areas to get medical care by specialists without the inconvenience and expense of traveling to a crty .

2) 'Nature of Telemedicine Censultation: During the telemedicine consultation:

- —a) Details of you and/or your child’s medical history, examinations, x-rays, and tests will be discussed with other health
. professionals through the use of interactive video, audio and telecommunications technology

o .by Physical examination of you or your child may take place.
---¢) Nonmedical technical personnel may be present in the telemedicine studio to aid in vrdeo transmlssron
~.d) Video, audio, and/or digital photo may be recorded during the telemedicine consultation visit.

3} Medieal. intormatmn and Records. All exrstlng laws regarding your access to medical information and copies of your medical
. records apply to this telemedicine consultation. Additionally, dissemination of any patient-identifiable images or information from this
. telemedicine .interaction to researchers or other entltles shall not occur W|thout your consent unless authorlzed under existing

' confidentiality laws.

4) Coniidentiality. Reasonable and appropriate eﬁorts have been made fo elimlnate any confrdentlallty risks associated with the
_.telemedicine consultation. The telemedicine studio at Seattie_ Children’s is in a private room. All existing confidentiality protections .
under federa! and Washmgton State law apply 10 mformatron dlsclosed durmg thls telemedlcrne consu[tatron

5) BRisks and Consequenees The telemedicing’ consultation will be similar to a routine medical oﬁlce wsn except mteractlve wdeo
technology will allow you to communicate with a physician at a distance. At first you may find it difficult or uncomfortable to
communicate using video images. The-use of video technology to deliver healthcare and educational services is a new technology and
may not be equivalent to direct patient to physician contact. Followmg the telemedrcme consu!tatron your physrman may recommend
a visit to ‘Seattle Children’s for further evaluatlon

6). Rights. You may withhold or withdraw consent to the telemedlcme consultation at any time Wlthout eﬂectmg your nght of future '
care or treatment, or risking the loss or withdrawal of any program benefits to which you would otherwise be entitléd. You have the
option to consult wrth the speclallst in person |f you travel to his or her iocatron

| have been advised of alf the potential risks, consequences and benefits of telemedicine. My health care practitioner has discussed with me
the information provided above. | have had an opportunity fo ask questfons about this information and al.f of my questrons have been answered

{ undersrand the written rnformatron provided above.
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A language interpreter was used to explain this consent

Name of Interpreter

Seattle Children's
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