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Informed Consent for Treatment
Gynecology | Telehealth Services

Patient Name: Date of Birth:

Date of Visit: Provider:

1. Nature of Treatment

| understand that | am seeking medical care from a licensed healthcare provider specializing in
midwifery. Services provided at this practice may include, but are not limited to:

Contraceptive counseling and management (oral contraceptives, IUD placement/removal,
implants, patches, rings, injections)

Menstrual disorder evaluation and treatment (abnormal uterine bleeding, dysmenorrhea,
amenorrhea, PMDD, PMOS)

Hormone therapy and menopause management (HRT, GAHT, non-hormonal options)
Sexually transmitted infection (STI) testing, treatment, and counseling

Preconception counseling

Breast cancer risk assessment

Telehealth consultations via secure video/audio platform

Ordering and interpretation of laboratory tests, imaging, and diagnostic procedures
Prescription and management of medications

2. Telehealth Services

By signing this form, | acknowledge and consent to the use of telehealth technologies to provide
medical care. | understand:

Telehealth visits are conducted via secure, HIPAA-compliant video or audio platforms.

| am responsible for ensuring | am in a private location during telehealth visits to protect my own
confidentiality.

Technical difficulties (poor connection, audio/video failure) may occasionally interrupt or limit
care.

Not all conditions can be diagnosed or treated via telehealth; my provider may determine that an
in-person visit is necessary.

Telehealth services carry the same confidentiality protections as in-person visits.

My provider may use a licensed designee or clinical staff member as part of a telehealth
interaction.

| acknowledge that Cedar & Pine LLC only provides telehealth services, therefore all in-person
needs will require referral to another provider.

3. Risks and Benefits of Treatment



I understand that all medical treatments carry potential risks and benefits. My provider will discuss
specific risks related to my individual care plan. General risks include but are not limited to:

+ Side effects or adverse reactions to medications or procedures

* Incomplete resolution of symptoms requiring additional treatment

* Rare but serious complications (infection, bleeding, allergic reaction, injury to adjacent
structures during procedures)

* Risks associated with telehealth, including limitations in physical examination

I understand that the benefits of treatment may include relief of symptoms, prevention of disease,
improved quality of life, and early detection of conditions.

|

. Alternatives to Proposed Treatment

I understand that | have the right to receive information about alternative treatment options, including no
treatment, and that my provider will discuss reasonable alternatives with me before | consent to any
specific procedure or medication.

|

. Right to Refuse or Withdraw Consent

| understand that | have the right to refuse any recommended treatment or withdraw consent at any
time without penalty or compromise to my ongoing care. | acknowledge that refusing treatment may
have medical consequences, which my provider will explain to me.

|

. Medication Management

| understand and agree to the following regarding medications prescribed by this practice:
» | will disclose all current medications, supplements, vitamins, and herbal remedies to my
provider.
* | will inform my provider of any known allergies or adverse drug reactions.

» Controlled substances, if prescribed, will be managed in accordance with state and federal
regulations, including the use of a Prescription Drug Monitoring Program (PDMP).

* Medication refills will require an annual follow-up telehealth visit; refills will not be provided
indefinitely without appropriate clinical evaluation.

* | will not share, sell, or misuse any prescribed medications.

|

. After-Hours Care & Emergencies

| understand that there is no after-hours provider coverage at Cedar & Pine LLC. For life-threatening
emergencies, | will call 911 or go to the nearest emergency room. This practice is not equipped to
handle emergencies during telehealth visits; in the event of an emergency during a telehealth session,
my provider will direct me to call 911 immediately.

. Minor Patients

If this form is being signed on behalf of a minor patient (under the age of 18), the parent or legal
guardian acknowledges that they have the authority to consent to treatment and that they will be
responsible for ensuring the minor understands the care being provided to the extent appropriate for
the minor's age and maturity.

|

9. Student/Trainee Involvement



This practice may occasionally involve medical students, residents, or other healthcare trainees in the
provision of care, under the supervision of a licensed provider. | may request that trainees not

participate in my care at any time.

10. Photography and Recording

Telehealth visits will not be recorded by the practice without my explicit written consent. | also agree not
to record my telehealth visits without prior written consent from the provider.

Patient Acknowledgment & Consent

By signing below, | certify that:

* | have read and understand this Informed Consent for Treatment.

* | have had the opportunity to ask questions and have received satisfactory answers.

* | voluntarily consent to the evaluation and treatment described above.

* | am 18 years of age or older, or | am the authorized parent/legal guardian of the minor patient

named above.

Patient/Guardian Signature

Printed Name

Witness Signature

For Office Use Only — Provider Acknowledgment

Provider Signature

Provider Printed Name / NPI

Date

Relationship to Patient (if Guardian)

Date

Date



