
Serve the People Community Health Center (STP CHC) 
Consent form for 

Telehealth Consultations 
 

Patient’s Name:  Date of Birth:  
To better serve the needs of the people in the community, health care services are now available by interactive video 
communications and/or by electronic transmission of information. This may assist in the evaluation, diagnosis, management, and 
treatment of a number of health care problems. This process is referred to as “telemedicine” or “telehealth.” This means that you 
may be evaluated and treated by a health care provider or specialist from a distant location. Since this may be different than the 
type of consultation with which you are familiar, it is important that you understand and agree to the following statements: 

1. The consulting health care provider or specialist will be at a different location from me. A physician or other health care 
provider (“presenting practitioner”) may be present with me in the room to assist in the consultation. 

2. The presenting practitioner may transmit or share electronically details of my medical history, examinations, x-rays, tests, 
photographs, or other images with the specialist who is at a different location. 

3. I will be informed if any additional personnel are to be present other than myself, individuals accompanying me, the 
presenting practitioner and, via video, the consultant. I will give my verbal permission prior to entry of the additional 
personnel.  

4. The physician or health care provider for whom the on-site examination or treatment is performed (that is, the “presenting 
practitioner”) will keep a record of the consultation in my medical record. 

5. RELEASE OF INFORMATION: STP CHC and/or physicians who provide professional services to the patient are 
authorized to furnish medical information from my emergency medical record to the referring physician, if any, and to 
any insurance company or third-party payer for the purpose of obtaining payment of the account. STP CHC is authorized 
to release information from my medical record to any other health care facility or provider to which my care may be 
transferred. 

6. I voluntarily consent to health care services provided by my doctor(s) or a designee, which may include diagnostic test, 
drugs, examinations, and medical or surgical treatments considered necessary to treat my health problems. 

7. I understand that I may be released before all my medical problems are known or treated and it is my responsibility to 
make arrangements for follow-up care. 

8. I understand that I have the option to refuse telehealth service at any time without affecting the right to further care or 
treatment.  

ASSIGNMENT OF BENEFITS: I and/or my insurance carrier(s) agree to pay, in a timely manner, for emergency and 
telehealth care services provided. I authorize payment directly to STP CHC of all benefits payable. The benefits assigned include, 
but are not limited to, the following: 

• Primary and secondary benefits for all medical and hospitalization insurance, accident insurance, Medicare, Medicaid, and 
any benefits payable by alternative delivery systems such as HMOs and PPOs 

• Benefits arising from any workers’ compensation or occupational disease claims and proceeds to which I am, or my estate 
is, entitled because of any claim or cause of action for damages against any person or organization. 
 

FINANCIAL RESPONSIBILITY: In consideration for the telehealth services rendered to me, I agree to pay the charges not 
covered by any insurer or third party payer, including any deductible or co-payment, or any charges not covered as a result of my 
failure to provide notification or obtain pre-authorization for treatment as required by any insurer or third party payer to STP 
CHC. Should my account be referred for collection, I agree to pay STP CHC reasonable attorney fees and collection expenses. 
 
By signing below, I certify that I have read, understood, and agree to the telehealth consultation terms and that I have 
received the STP CHC Notice of Privacy Practices. This consent remains valid indefinitely. It will only need to be 
signed again if updated by the clinic. 
 
 

 

Printed Name of Patient / Parent/ Tutor / Representative If applicable, relationship to patient 
 
 
 

 

Signature of Patient / Parent/ Tutor / Representative Date (MM/DD/YYYY) 
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	Patient Registration Form [E].pdf
	As a Federally Qualified Health Center, we strive to provide quality and accessible care to all our patients. In order for us to make such informed decisions, we must gather the following information. Please understand that you have the option not to respond. This information will not affect your eligibility to any services with Serve the People Community Health Center (STP CHC) 
	School Event
	Social Media
	How did you hear about STP?
	Date of Birth:
	Today’s Date:
	STP Food Pantry
	Community Event
	Sex Assigned at birth:      (Male)        (Female)
	Last Name:
	Other:
	Marital Status: (circle your answer)
	Middle Name:
	First Name:
	Partner
	Married
	Divorced
	Sexual Orientation: (circle your answer)
	Address:
	Legally Separated
	Widowed
	Single
	Bisexual
	Heterosexual
	Lesbian or Gay
	City:
	Preferred Language: (circle your answer)
	Zip:
	State:
	Other:
	Choose not to disclose
	Don’t know
	Other:
	Spanish
	English
	Home phone #:
	Race: (circle your answers)
	Gender Identity: (circle your answer)
	Cell phone #:
	Filipino
	Vietnamese
	Asian Indian
	Choose not to disclose
	Transgender Male
	Male
	E-mail:
	Korean
	Japanese
	Chinese
	Personal Income: (circle your answer)
	Guamanian or Chamorro
	Black / African American
	Other Pacific Islander
	Other:
	Transgender Female
	Female
	General Public Assistance
	Earned (non-agricultural)
	Samoan
	Native Hawaiian
	Other Asian
	Parent / Guardian information:
	Veteran
	*agriculture
	Choose not to disclose
	American Indian / Alaskan Native
	White
	Name:
	Disabled
	Retirement
	Phone #:
	Other:
	None
	Ethnicity: (circle your answers)
	Relation to Patient:
	* = prepare, water, or spray fields, nurseries, orchards; plant, collect, sort, pack, or transport agricultural products; work on farms that produce / handle livestock
	Choose not to disclose
	Not Hispanic, Latino/a, or Spanish Origin
	*Hispanic, Latino/a or Spanish Origin
	Emergency Contact:
	Name:
	Housing Status (circle your answer)
	Phone #:
	Street
	Shelter
	I have housing
	*if you circled Hispanic, please specify:
	Relation to Patient:
	Doubled up (unable to maintain housing & stay with a series of friends / family)
	Permanent Supportive housing
	Transitional housing
	Another Spanish Culture or Origin
	Mexican / Mexican American / Chicano
	If you do not have insurance, are you interested in obtaining help to see if you quality for medical and/or dental insurance?  (YES)   (NO)
	Cuban
	Puerto Rican
	Other:
	 Do you have dental insurance? (YES) (NO) 
	Do you have medical insurance? (YES)  (NO)
	If yes, Dental Insurance name:
	If yes, Medical Insurance name:
	Subscriber name:
	Subscriber name:
	ID#:
	Date of birth:
	ID#:
	Date of birth:
	Date:
	Relation to patient:
	Signature (parent or guardian if minor)

	Patient Registration Form [S].pdf
	Como Centro de Salud Calificado Federalmente, nos esforzamos por brindar atención accesible y de alta calidad a todos nuestros pacientes. Para que podamos tomar decisiones informadas, debemos recopilar la siguiente información. Usted tiene la opción de no responder. Esta información no afectara su elegibilidad para los servicios con STP CHC.
	Evento Escolar
	Medios sociales
	¿Cómo te enteraste de STP?
	Fecha de nacimiento:
	Fecha de hoy:
	Sexo asignado al nacer:(Masculino) (Femenino)
	Apellido:
	Otro:
	Despensa de alimentos de STP
	Evento Comunitario
	Estado civil: (circule su respuesta)
	Segundo Nombre:
	Primer Nombre:
	Con pareja
	Casado/a
	Divorciado/a
	Orientación Sexual: (circule su respuesta)
	Dirección:
	Legalmente separado/a
	Viudo/a
	Soltero/a
	Bisexual
	Heterosexual
	Lesbiana o Gay
	Ciudad:
	Idioma Preferido: (circule su respuesta)
	Otro:
	Rehúso divulgar
	No Se
	C.P:
	Estado:
	Otro:
	Español
	Ingles
	# de casa:
	Raza: (circule su respuesta)
	Identidad de Género: (circule su respuesta)
	# de celular:
	Filipino
	Vietnamita
	Indio Asiático
	Rehúso divulgar
	Hombre Transgénero
	Hombre
	Correo electrónico:
	Coreano
	Japonés
	Chino
	Ingreso Personal: (circule su respuesta)
	Guamani  o Chamorro
	Negro / Afroamericano
	Otro Isleño del Pacifico
	Otro:
	Mujer Transgénero
	Mujer
	Asistencia Publica
	Trabajo (No Agrícola)
	Samoano
	Nativo de Hawái
	Otro Asiático
	Información de los Padres / Tutores:
	Veterano/a
	*Agricultura
	Rehúso divulgar
	Indio Americano / Nativo de Alaska
	Blanco
	Nombre:
	Incapacidad
	Pensión
	# de teléfono:
	Otro:
	Ninguno
	Origen Étnico: (circule su respuesta)
	Relación con el paciente:
	* = preparar, regar o rociar campos, viveros, huertos; planta, recolectar, clasificar, empacar o transportar productos agrícolas. Trabajar en granjas que producen / manejan ganado
	Rehúso divulgar
	No hispano, latino, o de origen español
	*De origen hispano, latino, o español
	Contacto de Emergencia:
	Nombre:
	Estado de la vivienda (circule su respuesta)
	# de teléfono:
	Calle
	Refugio
	Tengo vivienda
	*si circulo Hispano, favor de especificar:
	Relación con el paciente:
	Inquilino 
	Vivienda de apoyo permanente
	Vivienda temporal
	(incapaz de mantener la vivienda y se queda con amigos / familia)
	Otra cultura u origen español
	Mexicano / Mexicano Americano / Chicano
	Si no tiene seguro, ¿está interesado en obtener ayuda para ver si califica para un seguro médico y/o dental?  (SI)   (NO)
	Cuban
	Puerto Rican
	Otro:
	 ¿Tiene seguro dental? (SI)   (NO) 
	¿Tiene seguro médico? (SI)   (NO)
	En caso que sí, nombre del seguro dental:
	En caso que sí, nombre del seguro médico:
	Nombre del suscriptor:
	Nombre del suscriptor:
	ID#:
	Fecha de nacimiento:
	ID#:
	Fecha de nacimiento:
	Fecha:
	Relación con el paciente:
	Firma (del padre o tutor, si es menor)
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