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Patient Consent Form

(teleconsultation)

I, _______________________________________________, confirm that I have received the necessary information to sign this form and I agree to take part in a live teleconsultation session with Dr. Halim Fadil from Neurology and Movement Disorders Center of North Texas (NMD Center).
I understand that:
1. NMD Center has access to necessary technological resources with a view to mitigating the risk of confidentiality breaches and/or information loss during transmission of electronic files containing clinical data.
2. The teleconsultation is private and all participants are visible on the screen and are exclusively authorized staff members.
3. The teleconsultation will not be recorded under any circumstances. This ensures that no one else will be able to view or listen to the consultation without my knowledge.
4. It may be necessary to share information about me in order to properly guide the required care and services in line with my state of health.
5. I hereby authorize access to this information by NMD Center professionals for the sole purpose of offering me, via this teleconsultation, the required care in line with my state of health.
6. In light of the teleconsultation, the healthcare professionals involved in caring for me may carry out an assessment and may discuss my case, whether I am present or not, for the sole purpose of providing optimal follow-up.
7. I hereby authorize that in addition to the file kept by the consulting professional, a summary of the teleconsultation will be included in my file at the health centre in order to ensure appropriate follow-up.
8. My consent to the disclosure of information about me shall remain valid while my file remains active at NMD Center.

In witness whereof, I hereby certify that:
- I have read and understood this document.
- I have had an opportunity to ask all my questions and have obtained satisfactory answers.
- I have been able to make a free and enlightened decision with regard to carrying out the teleconsultation.

Patient:

Last name/first name(s) ___________________________________________________________________________

Legal guardian (as applicable)______________________________________________________________

Signature: ...................................................................................................Date:............................, 20 .......... 

Please, email form to info@nmdcenter.com of Fax it to (817) 697-8800.

[image: image1.emf]