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CONSENT FOR TELEHEALTH AND TELEMEDICINE SERVICES
Name: ________________________________________  Case #: _______________________  Date: ________________
In accordance with my preferences, services may be provided using telehealth or telemedicine technologies, including audio/video (televideo) or audio only (telephone). For purposes of this consent, “telehealth services” includes both telehealth and telemedicine services delivered through these methods. This consent applies to all professionals employed by or contracted with Bluebonnet Trails Community Services (BTCS).  
I understand the following:
1. Privacy and Location: I agree to participate in visits from a safe, secure, and private location when I am not at a BTCS site.
2. Location Requirements: BTCS providers are licensed in Texas. If I join a session while outside of Texas, my appointment may need to be rescheduled. I will notify BTCS in advance if this applies to me.
3. Nature of Telehealth Services: If a doctor or nurse is involved, parts of a physical exam may be completed through observation. I may request to stop the exam at any time.
4. Fees and Payments: Telehealth services at a BTCS location may include an additional fee. Insurance often covers this cost, but I may still be responsible for a copay or other charges.
5. Who May Be Present: Telehealth services are typically between me and the provider. For children, a parent or legal guardian must approve anyone else being present, either verbally or in writing. For adults, I must approve anyone else being present verbally or in writing. I may allow or deny others and can change my decision at any time.
6. Risks and Benefits:
Potential Benefits: Easier access to services; increased convenience. 
Potential Risks: Technical disruptions; poor audio/video quality; delays in medical evaluation and treatment may occur due to deficiencies or failures of the equipment; small risk of unauthorized access if security protocols fail; and limited access to information that would normally be available during an in-person visit (such as not being able to see a person during telephone services), which could lead to errors in medical decision-making.
7. Service Interruption: If technical or clinical issues occur, or if the provider determines telehealth is not appropriate, services may be stopped. BTCS will help schedule follow-up care as quickly as possible.
8. Medical Records and Privacy: My health information will be documented in BTCS’s electronic medical record system, and information from telehealth services will become part of my record.
9. Choice of Services: I may stop telehealth services at any time and request in-person care.
10. Privacy Practices: I have received or reviewed the BTCS Notice of Privacy Practices at https://bbtrails.org/get-help/ (see Consumer Rights Information section).
11. Complaints: If I have concerns about a physician, I may contact the Texas Medical Board at 1-800-201-9353.  Visit https://bbtrails.org/get-help/ (see Reporting Concerns section) for instructions on how to file a complaint.
Acknowledgment and Signature
I have read and understand this consent.
Staff Signature: ________________________________________________________    Date: ________________
Client Signature: ________________________________________________________    Date: ________________
If signing for another individual:
Signature: _________________________________________________________________   Date:________________
Relation to Client: ______________________________________   
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