Telehealth Consent
Consent for telehealth lactation visits and technology limitations.
	Patient / parent name
________________________________
	Baby name
________________________________
	Date
________________________________


	Practice customization note
Clinical and legal wording should be reviewed by the practice owner and qualified advisors. This template is not medical, legal, billing, or compliance advice.


Consent Statement
I consent to receive lactation services by telehealth when appropriate. I understand telehealth has benefits and limitations and may not allow the same assessment as an in-person visit.
Telehealth Requirements
	[ ] I will be in a private location when possible

	[ ] I will provide my physical location at the start of the visit

	[ ] I understand technology problems may interrupt care

	[ ] I understand urgent concerns require medical or emergency care

	[ ] I understand the provider may recommend in-person follow-up


Visit Details
	Telehealth platform
________________________________
	Backup phone
________________________________
	Patient location to document
________________________________


Acknowledgement
I have had the opportunity to ask questions and agree to proceed with telehealth when clinically appropriate.
	Patient / parent signature
________________________________
	Printed name
________________________________
	Date
________________________________


Template note: Customize this form for your practice policies, state rules, payer requirements, HIPAA workflow, and legal/compliance review before use.
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