Telehealth Communication Permission

I hereby give my permission to use telehealth services for my healthcare and understand the nature and risks of communicating electronically about
ny health.

Patient Name:

| |

Date of Birth:

| |

Email Address:

| |

Phone Number:

| |

[ 1 consent to receive telehealth commumications regarding my health information.
Signature:

| |

Date:

| |

Submit
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