
Northern Nephrology 
52 Tom Miller Road 

Plattsburgh, NY 12901 

518-324-4000 

Informed Consent for TeleKidney Services 

 

Patient Identification:  Name: ________________________________________________ 

    Date of Birth: __________________________________________ 

    AthenaHealth ID: _______________________________________ 

1. I understand that telemedicine is the use of electronic information and communication 

technologies by a health care provider to deliver services to an individual when he/she is located 

at a different site than the provider; and hereby consent to Northern Nephrology providing 

health care services to me via telemedicine. 

2. I understand that the laws that protect privacy and the confidentiality of medical information 

also apply to telemedicine.  As always, your insurance carrier will have access to your medical 

records for quality review or audit.  

3. I understand that I will be responsible for any copayments or coinsurances that apply to my 

telemedicine visit.  

4. I understand that I have the right to withhold or withdraw my consent to the use of 

telemedicine in the course of my care at any time, without affecting my right to future care or 

treatment.  I may revoke my consent orally or in writing at any time by contacting Northern 

Nephrology at (518) 324-4000.  As long as this consent is in force (has not been revoked) 

Northern Nephrology may provide health care services to me via telemedicine without the need 

for me to sign another consent form.  

5. I understand that Norther Nephrology uses “Zoom” teleconferencing, which is a certified HIPAA 

compliant synchronous video conferencing program and that the provider will make me aware 

of their location at the distant site.  My questions regarding equipment and technology used will 

be addressed.  

6. I have the right to be informed of all parties who will be present at each end of the telemedicine 

transmission.  

7. I have the right to select another provider and be notified that by selecting another provider, 

there could be a delay in service and the potential need to travel for a face-to-face visit.  

 

Signature of Patient: _____________________________  Date: _______________                       

(or authorized person)  

If authorized signer, Relationship: _______________________________________ 

 



Witness: ________________________________________ Date: _______________ 

 


