
11211 Waples Mill Road, Suite 200 

Fairfax, Virginia 22030 

Phone: 703-246-9560 

Fax: 703-246-9564 

A photocopy of this form shall be deemed as valid and effective as the original; revised 04/26/2018.

Patient Telehealth/Virtual Visit Consent Form

For Workers Compensation Patients: All worker’s compensation information, (such as contact, and 

claim number) is required when you schedule your visit. If your claim is denied by worker’s compensation, 

you will be responsible for payment in full for all services rendered by Infectious Disease Consultants.  

 (Printed Name of Patient or Representative)

Consultants (IDC), Dr. ____________________________. I authorize the electronic transmission of my 
(Printed Name of IDC Physician)

medical information and/or telehealth/virtual visit sessions through an interactive audio/video communication 
software, so that it can be viewed by my IDC physician. I understand that I have the right to withhold or remove 
this consent at any time without affecting my right to future care or treatment.

I attest, and understand that I have the following rights with respect to telehealth/virtual visits:

1. I attest that I am located in the state of Virginia and will be present in the sate of Virginia during all telehealth/
virtual visits with my IDC physician.

2. I understand that I will need to provide valid identifiction to confirm my identity during all telehealth/virtual
visits with my IDC physician.

3. I understand that the same privacy practices that apply to an in-office visit, also apply to telehealth/virtual
visits. (See Notice of Privacy Practices) The telehealth/virtual visit  technology does not access, record, or store
protected health information, and uses encryption to protect the video streams during transmission. I understand
there are potential risks to using this technology, including interruptions, unauthorized access, technical
difficulties, and call termination. My physician or I can discontinue the telehealth/virtual visit if it is felt the
videoconferencing connection is not adequate, or a telehealth visit is not appropriate for the situation. In which
case an in-office vist may be requested.

4. I understand my medical insurance(s) will be billed appropriately, and the same payment agreement terms that
apply to in-office visits also apply to telehealth/virtual visits. (See Patient Financial and Payment Policy)

5. I understand there are alternatives to telehealth/virtual visits and that I may elect one or more of these at any
time. I may ask my IDC physician any questions regarding the telehealth/virtual visits, including the risks,
benefits, and alternatives.

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

7. I understand that I have the right to access my medical records at any time.

8. I authorize the release of my medical information and records to other physicians who provide medical
services to me, and to any insurance company or third party payer for the purpose of obtaining payment.
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I, ____________________________________, agree to participate in telehealth visits with Infectious Disease 
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I have read and understand the information provided above regarding telehealth. I have discussed telehealth 
services with my physician and/or such assistants as may be designated, and all of my questions have been 
answered to my satisfaction. I hereby give my informed consent for the use of telehealth in my medical care and 
authorize Infectious Disease Consultants physicians to use telehealth in the course of my diagnosis and 
treatment.

I permit a copy of this authorization to be used in lieu of the original. 

Signature of Patient or Representative: _________________________________________________________ 

Printed Name of Patient or Representative: ______________________________________________________ 

Relationship to Patient (if applicable): __________________________________________________________ 

Date:  ______________________ 
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