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Leading-edge care with a 
personal touch:

· Interventional cardiology
· Electrocardiography
· Nuclear cardiology
· Echocardiography
· Peripheral vascular testing
· Angiography
· Cardiac CTA
· Balloon angioplasty
· Holter monitoring
· Stress testing
· Diagnostic catheterization
· Vascular ultrasound
· Anticoagulation testing
· Pacemaker implantation & follow-up
· Preventative cardiology – avoiding heart
  attacks
· Lifestyle & nutrition counseling

With all the convenience 
you deserve:

· Flexible appointments
· 24-hour emergency care
· Friendly, caring staff
· State-of-the-art facility
· Most insurances accepted & filed
· Visa & MasterCard welcome

4802 N. Loop 289

Lubbock, Texas 79416

Phone: (806) 788-0040

Fax: (806) 788-0015

Toll-free: 800-915-0040
www.cardiologistsoflubbock.com

Referrals: 

tpg-referral@lubbockheart.com

PATIENT CONSENT FOR TELEMEDICINE CONSULTATION

PaƟent Name: __________________________ Medical Record No: ___________________

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

2.My health care provider has explained to me how the video conferencing technology will be used 
to affect such a consultaƟon will not be the same as a direct paƟent/health care provider visit due to
the fact that I will not be in the same room as my health care provider.

3.I understand there are potenƟal risks to this technology, including interrupƟons, unauthorized 
access and technical difficulƟes. I understand that my health care provider or I can disconƟnue the 
telemedicine consult/visit if it is felt that the video-conferencing connecƟons are not adequate for 
the situaƟon.

4.I understand that my healthcare informaƟon may be shared with other individuals for scheduling 
and billing purposes. Others may also be present during the consultaƟon other than my health care 
provider and consulƟng health care provider in order to operate the video equipment. The above 
menƟoned people will all maintain confidenƟality of the informaƟon obtained. I further understand 
that I will be informed of their presence in the consultaƟon and thus will have the right to request 
the following: (1) omit specific details of my medical history/physical examinaƟon that are personally
sensiƟve to me; (2) ask non-medical personnel to leave the telemedicine examinaƟon room: and or 
(3) terminate the consultaƟon at any Ɵme.

5.I have had the alternaƟves to a telemedicine consultaƟon explained to me, and in choosing to 
parƟcipate in a telemedicine consultaƟon. I understand that some parts of the exam involving 
physical tests may be conducted by individuals at my locaƟon at the direcƟon of the consulƟng 
health care provider.

6.In an emergent consultaƟon, I understand that the responsibility of the telemedicine consulƟng 
specialist is to advise my local pracƟƟoner and that the specialist’s responsibility will conclude upon 
the terminaƟon of the video conference connecƟon.

7.I understand that billing will occur from both my pracƟƟoner and as a facility fee from the site 
from which I am presented.

8.I have had a direct conversaƟon with my doctor, during which I had the opportunity to ask 
quesƟons in regard to this procedure. My quesƟons have been answered and the risks, benefits and 
any pracƟcal alternaƟves have been discussed with me in a language in which I understand.
By signing this form, I cerƟfy that:

• I have read or had this form read and/or had this form explained to me

• I fully understand its contents including the risks and benefits of the procedure(s).

• I have been given ample opportunity to ask quesƟons and all quesƟons have been answered to
my saƟsfacƟon.
______________________________________     _________________ _______________
PaƟent’s/parent/guardian signature     Date Time

______________________________________      _________________ _______________
Witness signature     Date Time
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