
Telemedicine Consent  
 
Patient name: _____________________________________ DOB: __________________________ 
 
 
I hereby consent to receive healthcare services from Lyndon Pediatrics via telemedicine technology, 
which may include video conferencing, telephone, and electronic communication, allowing for diagnosis, 
treatment, and consultation through online platforms. I understand the potential limitations of telemedicine 
and agree to provide accurate information regarding my health condition. I understand that I must be in 
the state of New York during my telemedicine visit.  
 
 
Parent/Guardian name: _______________________________________ 
 
Parent/Guardian signature: ____________________________________      Date: ________________ 
 
◽ Verbal consent obtained  initial: ____________ 
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