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E-MAIL, TEXT MESSAGES OR VOICEMAIL CONSENT FOR

Patient name DOB

Patient e-mail address

Patient cell phone number
RISK OF USING E-MAIL, TEXT MESSAGES or VOICEMAIL

Provider offers patients the opportunity to communicate by e-mail, text messages or voicemail. Transmitting

patient information by €-mail, text messages or voicemail, however, has a number of risks that patients should
consider before using e-mail, text messages or voicemail.

CONDITIONS FOR THE USE OF E-MAIL, TEXT MESSAGES OR VOICEMAIL
| Provider will use reasonable means to protect the security and confidentiality of e-mail, text messages or
voicemail information sent and received. However, because of the inherent risks Provider cannot guarantee the
security and confidentiality of c-mail, text messages or voicemail communication, and will not be liable for
improper disclosure of confidential information that is not caused by Provider’s intentional misconduct. Thus,
patients must consent to the use of e-mail, text messages or voicemail for patient information. Consent to the
use of e-mail, text messages or voicemail includes agreement with the following conditions:

 All e-mails or text messages to or from the patient concerning diagnosis or treatment will be printed
out and made part of the patient’s medical record.

* The provider will not, however, forward e-mails or text messages to independent third parties without
the patient’s prior written consent, except as authorized or required by law.

 The patient shall not use e-mail, text messages or voicemail for medical emergencies or other time-
sensitive matters.

 The patient is responsible for protecting his/her password of other means to access to e- mail, text

messages or voicemail. Provider is not liable for breaches of confidentiality caused by the patient or
third party.

INTRUCTIONS
T'o communicate by e-mail, text messages or voicemail, the patient shall:
* Inform Provider of changes in his/her e-mail address or text messages.

e Review the e-mail, text messages or voicemail to make sure it is clear, and that all relevant information is provided
before sending to Provider.

° Withdraw consent only by e-mail, text messages or voicemail or written communication to Provider.

PATIENT ACKNOWLEDGMENT AND AGREEMENT

I acknowledge that I have read and fully understand this consent form. I understand the risks associated with the

communication of e-mail, text messages or voicemail between the Provider and me, and consent to the conditions outlined
herein. Any questions | may have had were answered.

Print Patient Name: Date:
Patient Signature: | Date:
Print Witness Name: Date:

Witness Signature: Date:




