Virtual Care Authorization Agreement

I hereby consent to participate in virtual care services provided by [Provider Name]. I understand the nature, risks, and benefits of virtual care,
and authorize the use of electronic communication for my healthcare needs.

Full Name:

| |

Date of Birth:

| |

Email Address:

| |

I acknowledge that the information provided is accurate and agree to the terms stated above.
I_ 1 Agree

’Sigmture: ‘

Date:

| |
Submit
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