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TELEMEDICINE INTAKE FORM    Date:     
 
Name:     
 Last  First MI 
 
Address:     
 
City:    State:   Zip:    Email address:    
  
Phone: (h)     (c)     DOB:       Sex: qMale  qFemale   
 
SSN:    How did you hear about our practice?   
 
Race:  qDecline  qAmerican Indian/Alaska Native   qAsian qBlack/African American 
 qNat. Hawaiian/Pacific Islander qWhite  qOther  qUnknown  
 
Ethnicity:  qDecline  qNot Hispanic or Latino  qHispanic or Latino  qUnknown 
 
Employer:      Employer Phone:    
 
Employer Address:     
 
Emergency contact: Name:    Relationship:     
 
Phone: (h)    (c)   
 
Preferred Pharmacy: Name:    City:    Phone:      
 
Do you have health insurance?  q  Yes q  No Name of Carrier:   

WHEN SUBMITTING THE TELEMEDICINE INTAKE PACKET, PLEASE SEND COPY OF 
YOUR ID AND INSURANCE CARD 

 
Please read and initial if you understand and agree: 
  I understand that any copayment, unmet insurance deductible or outstanding balance is due at the 
time of my telemedicine appointment. 
  I understand that if I do not have insurance, a fee is due at the beginning of my telemedicine 
appointment. 
  I understand that any payment made to General Medicine, Inc. is non-refundable. 
  I hereby authorize and assign to General Medicine, Inc all payments for medical services rendered. 
 
 
   
  Signature:    Date:   
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CONSENT FOR MEDICAL TREATMENT 
 
I, knowing that I, have a condition requiring clinic or medical care, do hereby 

voluntarily consent to such care encompassing routine diagnostic procedures and 

medical treatment by my practitioner, his designees, including clinic personnel and 

clinic colleagues, as is determined necessary in his judgment. I am aware that the 

practice of medicine is not an exact science, and I acknowledge that no guarantees 

have been made to me as to the results of treatments or examination at General 

Medicine, Inc. This consent is designated to cover all procedures in the clinic 

which do not require a specific consent form. 

 
 

Signed:          Date:      
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RELEASE OF MEDICAL INFORMATION AND INSURANCE ASSIGNMENT FORM 
 

To My Physician and Insurance Carrier(s) 
 
1. I authorize the release of any medical information necessary to process my insurance 

claim(s) 
2. I authorize and request payment of medical benefits directly to my physician. 
3. If, I am a participant in a preferred provider arrangement or a member of a health 

management organization, I authorize the release of my medical information for utilization 
reviews and other such procedures as provided by the plan. 

4. I agree that this authorization will cover all medical services rendered until such 
authorization is revoked by me. 

5. I agree that a photo copy of this form may be used in lieu of the original. 
6. I understand that unless I, as a participant, in a preferred provider arrangement or health 

management organization, which may limit my liability, I am personally responsible for the 
payment of all charges that occur as a result of my medical treatment. I also understand that 
even if I am a participant in a preferred provider arrangement, or health management 
origination, I still may be personally responsible for the payment of all charges that occur as 
a result of medical treatment. Further, if it is determined through the utilization 
management review under such plan that any medical services that are here I have to 
receive are not covered under the plan, I agree that I am personally responsible for the 
payments of the charges that occur of sad medical services and I agree to pay the charges 
for said services. 

7. I authorize any holder to bill Medigap covered services. 
 

 
PATIENT SIGNATURE:        DATE:     
 
 
 

MEDICARE LIFETIME AUTHORIZATION 
 
1. I authorize any holder of medical or other information about me to release to the Social 

Security Administration and Healthcare Financing Administration or is intermediaries any 
information needed for this or any related Medicare claim. I permit a copy of this 
authorization to be used in place of the original, and request payment of medical insurance 
benefits either to myself or to the party who accepts assignment. Regulations pertaining to 
Medicare assignments apply. 

 
 
PATIENT SIGNATURE:        DATE:     
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Dear Patient, 
 
You may have an insurance that charges a percentage of your total visit expense. If this is the 
case, we cannot determine until after the visit is complete what your final cost will be. At the 
completion of your visit your expense will be calculated and you will be responsible for paying 
that amount before you leave the office. By signing this agreement, you understand that you will 
be charged at the completion of your visit, and you attest that you have the funds available to 
pay your co-pay percentage today or deductible, if not met. 
 
 
 
  
PATIENT SIGNATURE:        DATE:     
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CONSENT FOR TELEMEDICINE SERVICES 
 
Telemedicine involves the use of electronic communications to provide patient care, share individual patient 
medical information, remote monitoring and tele-pharmacy.  
 
Telemedicine may be used for diagnosis, therapy, follow-up and/or education, and may include any 
combination of the following: (1) patient medical records; (2) medical images; (3) live two-way audio and 
video; (4) interactive audio; and (5) output data from medical devices and sound and video files. 
 
Expected Benefits of Telemedicine include: 

• Improved access to medical care. 
• Lower cost and greater efficiency to receive medical evaluation and management. 
• Obtaining expertise of a specialist. 

 
Possible Risks: 

• Delays in medical evaluation and treatment could occur due to deficiencies or failures of the 
equipment and technologies. 

• In very rare events, security protocols could fail, causing a breach of privacy of your personal health 
information. 

• In rare events, a lack of access to complete medical records may result in adverse drug interactions 
or allergic reactions or other judgment errors. 

 
You acknowledge that you understand and agree with the following: 

1. I hereby consent to receiving Telemedicine services. I understand that W. Cory Harrison, NP-C 
offers Telemedicine services, but that these services do not replace periodic in-office visits. I also 
understand it is up to the provider to determine whether or not my needs are appropriate for a 
Telemedicine encounter. 

2. I understand that federal and state law requires health care providers to protect the privacy and the 
security of my personal health information. I understand that Providers will take steps to make sure 
that my health information is not seen by anyone who should not see it. I understand that 
Telemedicine may involve electronic communication of my personal health information to other 
medical practitioners who may be located in other areas, including out of state. 

3. I understand there is a risk of technical failures during the Telemedicine encounter beyond the 
control of Providers. I agree to hold Providers harmless for delays in evaluation or for information 
lost due to such technical failures. 

4. I understand that I have the right to withhold or withdraw my consent to the use of Telemedicine in 
the course of my care at any time, without affecting my right to future care or treatment. I 
understand that I may suspend or terminate access to the service at any time for any reason or for 
no reason. I understand that if I am experiencing a medical emergency, that I will be directed to dial 
911 immediately and that I cannot be directly connected with local emergency services via 
telemedicine. 

5. I understand the alternatives to Telemedicine consultation, such as in-person services are available to 
me, and in choosing to participate in a Telemedicine consultation, I understand that some parts of 
the services involving physical tests may not done secondary to location. 

6. 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. 

7. I understand that my personal health information may be shared with other individuals for scheduling 
and billing purposes. 
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8. I understand that I will not be prescribed any Drug Enforcement Agency controlled substances nor is 
there any guarantee that I will be given a prescription at all. 

9. I understand that if I participate in a Telemedicine consultation, that I have the right to request a 
copy of my medical records which will be provided to me at reasonable cost of preparation, shipping 
and delivery. 

10. I understand that in the event of any problem with the website or related services, I agree that my 
sole remedy is to cease using the website or terminate access to the service. Under no 
circumstances will be liable in any way for the use of the Telemedicine services, including but not 
limited to, any errors or omissions in content or infringement by any content on the website of any 
intellectual property rights or other rights of third parties, or for any losses or damages of any kind 
arising directly or indirectly out of the use of, inability to use, or the results of use of the website, 
and any website linked to the website, or the materials or information contained on any or all such 
websites. I agree that I will not hold Provider liable for any punitive, exemplary, consequential, 
incidental, indirect or special damages (including, without limitation, any personal injury, lost profits, 
business interruption, loss of programs or other data on my computer or otherwise) arising from or 
in connection with my use of a Telemedicine consultation whether under a theory of breach of 
contract, negligence, strict liability, malpractice or otherwise, even if we or they have been advised of 
the possibility of such damages. 

11. I understand that if I access Telemedicine services from a location outside of the United States, that I 
do so at my own risk and initiative and that I am ultimately responsible for compliance with any laws 
or regulations associated with my use. 

12. I understand that while telemedicine consults may be covered by my insurance company, I will be 
required to pay any copay or unmet deductible that is required by my plan. 

 
 
 
I have read the CONSENT FOR TELEMEDICINE SERVICES form in its entirety. By signing below, I 
am acknowledging that I understand and agree to its content: 
 
 
 
            
Patient Signature       Date 
 
 
 
       
Printed Name       
 
 

 


