


Informed Consent for Telemedicine Services 
Patient Name: __________________________________ Date of Birth: _____________________________ 

7. MEDICAL INFORMATION & RECORDS:  All existing laws regarding your access to medical information and copies 
of your medical records apply to this telemedicine consultation.  Please note, telecommunications are not  
recorded and stored.  Additionally, dissemination of any patient-identifiable images or information for this 
telemedicine interaction to researchers or other entities shall not occur without your consent.

8. CONFIDENTIALITY:  Reasonable and appropriate efforts have been made to eliminate any confidentiality risks
associated with the telemedicine consultation, and all existing confidentiality protections under federal and
state laws apply to information disclosed during this telemedicine consultation.

9. RIGHTS:  You may withhold or withdraw consent to the telemedicine consultation at any time without affecting
your right to future care or treatment.

10. PAYMENT OF SERVICES:  You agree that Dr. Searles reserves the right to bill a telemedicine visit to your
respective insurance company.  As well, you are responsible for any patient portion of the telemedicine consult.

Signature: _______________________________________________________ Date: ________________ 

Anchorage Surgical & Bariatric | Grant Searles, MD, FACS
1200 Airport Heights Dr. #350 Anchorage, AK 99508

P# 907-277-1197 | F# 907-277-1139

By signing this form, I certify: 

That I have read or had this form read and/or had this form explained to me. That I fully understand its contents 
including the risks and benefits of the procedure(s). That I have been given ample opportunity to ask questions 
and that any questions have been answered to my satisfaction.

1. I understand that my health care provider wishes me to engage in a telemedicine consultation using Doxy.me.

3. I understand that I will not be in the same room as my health care provider.

2. I have had the alternatives to a telemedicine consultation explained to me, and in choosing to participate in a
telemedicine consultation.

5. I understand there are potential risks to this technology, including interruptions, unauthorized access and
technical difficulties. I understand that my healthcare provider or I can discontinue the telemedicine consult/visit
if it is felt that the Doxy.me videoconferencing connections are not adequate for the situation.

4. I understand that if others are present during the consultation other than my health care provider, they will
maintain confidentiality of the information obtained. I further understand that I will be informed of their
presence in the consultation and thus will have the right to request the following: (1) ask non-medical personnel
to leave the telemedicine examination room and or (2) terminate the consultation at any time.

6. In an emergency, I understand that the responsibility of the telemedicine consulting specialist is to advise my
local practitioner and that the specialist’s responsibility will conclude upon the termination of the Doxy.me video
conference connection.
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