
 

 

 

 
 

Consent and Acknowledgement to Receive Telemedicine Services from 
EBS CARES (Center for Autism Research, Evaluation and Services) 

 

This Consent and Acknowledgement is your consent for The Children’s Hospital of Philadelphia 
providers (CHOP) to participate in the EBS CARES (Center for Autism Research, Evaluation and 
Services) evaluations at EBS Children’s Institute, which may include the evaluation, diagnosis, and 
consultation using telemedicine technology. This Consent and Acknowledgement also describes 
your rights and responsibilities in accessing and receiving services via telemedicine technology. 
Whenever “you” is used, it means you, your child, or a child for whom you have a legal guardianship, 
as applicable.   

I acknowledge and agree that my participation is subject to the terms in this Consent and 

Acknowledgement, including the following:  

1. The Program includes a telemedicine service that connects CHOP providers with the 
Program via secure, interactive, audio and video streaming for a “video visit.” 

2. The Program is limited to certain eligible children and allows participating families, the 
Program team, and CHOP providers to exchange health and other information confidentially 
and electronically. 

3. A CHOP provider will conduct the video visit as he or she decide is appropriate and will 
determine diagnosis and treatment in collaboration with the Program team. Because the 
CHOP provider may be located at a CHOP facility, there may be other CHOP personnel, such 
as nurses, who are present at or able to view the visit and, if so, will announce their 
presence.  

4. The CHOP provider and the Program team will need to collect certain information about the 
patient. For example, you may be asked for personal and medical information. Any 
information that you provide must be truthful, accurate, complete and updated health 
information, or the quality and effectiveness of the services may be affected.  

5. Your decision to participate is voluntary and your consent and acknowledgement is valid 
through the completion of the Program.  

6. You are solely responsible for any information that you intentionally or unintentionally 
share with non-CHOP people during your video visit.  

7. CHOP will create and maintain a record of the care CHOP provided during a video visit in 
accordance with applicable law. In general, CHOP may use or disclose any PHI obtained 
during a video visit without your consent for treatment (including with non-CHOP 
providers), payment, and internal operations. Please see CHOP’s Notice of Privacy Practices 
for more information on how CHOP protects PHI.    



8. CHOP complies with the law and best industry practices to provide for the security of a video 
visit. However, no system can perfectly guard against risks such as a breach caused by an 
intentional intrusion, inadvertent disclosure of information, or the failures or limitations of 
equipment used to transmit data that could cause delays in or the inability to provide 
evaluation or treatment.  

9. If you have any questions about the Program or this Consent and Acknowledgement, please 
contact DigitalHealth@email.chop.edu. By accepting this Consent and Acknowledgement, 
you agree that you have had any questions answered before initiating a video visit. If you 
have more questions at the time of a video visit, you will be able to have questions answered 
at that time.  

10. This Consent and Acknowledgment applies to each video visit. If necessary (such as for a 
medical procedure), you will be asked to provide a separate consent, as required by law and 
CHOP policy.  

11. If you are agreeing to the terms of this Consent and Acknowledgment on behalf of a patient, 
you have appropriate legal authority as a parent or legal guardian.  

12. CHOP wants to provide the best care for you and your family. Your suggestions help us to 
improve our services. If you wish to file a complaint regarding care provided, as a first step, 
you may ask to speak with your providers. You may also direct concerns to the Family 
Relations Office by:  

Phone: 267-426-6983 
Fax: 267-426-7412 
E-mail: familyrelations@email.chop.edu  
 

Mail:  Family Relations Office  

The Children’s Hospital of Philadelphia  

34th Street and Civic Center Boulevard  
Philadelphia, PA 19104 
 

 
I acknowledge that I have read this Consent and Acknowledgement and agree to it.  
 
   
Name (Please Print): 
 
_____________________________________________________ 
 
 
Signature: 
 
_____________________________________________________ 
 

Patient’s Name: 
 
_____________________________________________________ 
 
 
Relationship to Patient: 
 
_____________________________________________________

 
Date: 
 
_____________________________________________________ 
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