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AUTHORIZATION FOR CONSULTATION

Patient Name: ____________________________________  Date: ___________________ 

● I consent to receiving evaluation, treatment and care via a telemedicine

consultation utilizing the MediOrbis platform and/or through its contracted, and

affiliated healthcare providers including the MySpecialistMD Network PC

(“MO/MSMDNet”) physician network.

● I understand that “telemedicine” includes the practice of health care delivery,

diagnosis, consultation, treatment, transfer of medical data, and education using

interactive audio, video, or data communications. I understand that telemedicine

also involves the communication of my medical information, both orally and visually,

to health care practitioners.

● MO/MSMDNet has explained to me how the telemedical conferencing technology

will be used to provide such a consultation.  I understand that this consultation will

not be a face to face, in person meeting with my healthcare provider, but rather

that it will be conducted via electronic communication.

1. I understand and acknowledge that the telehealth technology used may

potentially introduce privacy and other risks including interruptions,

unauthorized access, and technical difficulties

● I understand that there are potential risks to this technology, including interruptions,

unauthorized access and technical difficulties.

● I understand that the encounter on the MediOrbis platform will not be the same as a

direct patient/provider visit due to the fact that I will not be in the same room as my

health care provider and I accept this difference in quality.

● I understand that there are potential risks and benefits associated with any form of

medical treatment, and that despite the efforts of my Provider, my condition may

not be improving, and in some cases may even get worse. Therefore, I understand

that I may benefit from telemedicine, but that results cannot be guaranteed or

assured.

● Should medication be prescribed as part of my treatment regimen:

1. I accept responsibility to self-administer any medication only as prescribed.

2. If I experience any side effects, I will inform the provider’s staff and my

Provider immediately.

3. In case of an emergency - I further recognize it is my responsibility to contact

emergency services.

4. I understand that MediOrbis is not liable for any damaged or lost medications.

● I understand that either the provider or I can discontinue the telemedicine

consult/visit at any time if it is felt that telemedicine is not adequate to address the

situation, or for any other reason.

● I have had the alternatives to a telemedicine consultation explained to me, and in

choosing to participate in a telemedicine consultation, I understand that some parts

of the physical examination cannot be conducted via telemedicine or may be
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conducted by individuals at my location at the direction of the consulting provider. 

The provider will use his or her best judgment in determining whether such tests are 

needed, and the means for carrying them out.  I wish to proceed with the 

telemedicine consultation despite this limitation.   

● I certify that the information provided in this medical form is true and accurate to the

best of my knowledge. I also understand and acknowledge that omitting medical

information or misinforming a telemedicine Provider may result in an inaccurate

diagnosis and treatment - in so doing, I agree to inform the Providers of any relevant

information should any new medical condition and/or new medication or side

effects or issues with the medications I take develop.  Moreover, I understand and

agree that, because medical data used in connection with my treatment may be

ascertained from medical devices that are not accessible to, or under the control of,

the telemedicine Provider, neither the telemedicine Provider nor any entity

employing the telemedicine Provider shall be liable for misreported or inaccurate

data obtained from such devices.

● Unless otherwise noted in the medical intake or interview, I certify that I do not have

a history of cardiovascular disease, drug abuse, pulmonary hypertension, severe or

uncontrolled high blood pressure, overactive thyroid, or glaucoma, and I further

verify that I am not pregnant, or breastfeeding.

● I understand that some of my healthcare information may be shared with other

individuals for scheduling and billing purposes.  In addition, I provide my consent that

healthcare information may be shared among physicians, their staff and their

colleagues for the purpose of enhancing my patient care, diagnosis and therapeutic

options. I further understand that I have the right to request the following: (1) omit

specific details of my medical history/physical examination that are personally

sensitive to me; (2) terminate the consultation at any time.

● In an emergent consultation, I understand that the responsibility of the telemedicine

consulting provider is to refer me to my local practitioner and that the provider’s

responsibility will conclude upon the termination of the telemedical consultation.

● I understand the risks, benefits and any practical alternatives to a telemedicine

consultation.  I have been afforded the opportunity to ask any questions or obtain

any clarifications, as well as to consult with others about this process before making

my decision.

By signing this form, I certify: 

• That I have read or had this form read and/or had this form explained to me

• My signature below evidences my agreement to all of the terms set forth in this

consent. I understand that this consent is effective on the date signed below and

that I may revoke this consent in writing. My revocation will not be effective for

actions already taken by MediOrbis, or that are in progress and will only be

prospectively effective.

• That I fully understand its contents including the risks and benefits of the

encounter (s).

• That I have been given ample opportunity to ask questions and that any

questions have been answered to my satisfaction.
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Patient Signature: ____________________________________  Date: ___________________ 


