
 

Telehealth Consent Form 

As the authorized individual ac2ng on behalf of your child, or as the undersigned pa2ent (the “Pa2ent”), please 
review this Telehealth Consent Form carefully and acknowledge your understanding, acceptance, and consent by signing 
below. 

I understand that the Pa2ent has the op2on to receive care via "telehealth", which includes the prac2ce of 
health care delivery, diagnosis, consulta2on, counseling, treatment, transfer of medical data, and educa2on using 
interac2ve audio, video, or data communica2ons as part of phone or video visits. 

I also understand that: 

1. I have the right to withhold or withdraw my consent to the use of telehealth during my child’s care at any 2me, 
without affec2ng my child’s right to future care or treatment. 

2. The laws that protect the confiden2ality of my medical informa2on also apply to telehealth. As such, I understand that 
the informa2on disclosed by me or my child during our visits and/or therapy sessions is generally confiden2al. 

3. There are both benefits and limita2ons to telehealth. Benefits include easier and more flexible access to medical care. 
Limita2ons include technical problems, the inability to conduct certain standardized tests/assessments, and limited 
ability to directly assess vital signs and complete physical examina2ons. 

4. Dr. Cohen may direct me to follow up with my child’s primary care pediatrician when appropriate regarding medical 
concerns that may come up and/or to use local health care facili2es/services in cases of emergency or for other 
procedures that cannot be done through telehealth. 

5. I may need to schedule an in-person visit in case of technical failures/difficul2es that impact the ability to con2nue the 
visit via telehealth, or for further assessment/evalua2on that requires direct in-person evalua2on. 

I have read and understand the informa2on provided above. I have had the opportunity to ask ques2ons about this 
informa2on, and all my ques2ons have been answered to my sa2sfac2on. I hereby give my informed consent to 
using/engaging in telehealth with Dr. Cohen through her Developmental Behavioral Pediatrics prac2ce, Samantha Cohen, 
MD, Inc., as part of the Pa2ent’s medical care. 

Pa2ent Name: ___________________________________   Parent/Guardian Name: ___________________________ 
 
Parent/Guardian Signature: _________________________       Date: __________________________________ 

 
 

Samantha Cohen, MD  
Developmental Behavioral Pediatrician  

3405 Kenyon St., Suite #210, San Diego, CA 92110 
Samantha.Cohen@scdbp.com  |  Phone: 619-320-8696  |  Fax: 833-449-4157 
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