Telemedicine Participation Approval

This document confirms that the undersigned individual has agreed to participate in telemedicine services as described by the healthcare provider.

Full Name:

| |

Date of Birth:

| |

Healthcare Provider Name:

| |

Date of Consent:

| |

Signature:

| |

[ Ihave read and agree to participate in telemedicine services.

If'you have any questions about telemedicine, please contact your healthcare provider for more information.
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