
Health Information Acknowledgement and Consent 

I understand that Pacific Sage LLC which also uses the name Pacific Sage Primary Care and Pacific Sage 
Medical Services (referred to below as “This Practice”) will use and disclose health information about 
me. 
 
I understand that my health information may include information both created and received by the 
practice, may be in the form of written or electronic records or spoken words, and may include 
information about my health history, health status, symptoms, examinations, test results, diagnoses, 
treatments, procedures, prescriptions, and similar types of health-related information. 
 
I understand and agree that This Practice may use and disclose my health information to: 
·       Make decision about and plan for my care and treatment 
·       Refer to, consult with, coordinate among, and manage along with other health care providers for 
my care and treatment 
·       Determining my eligibility for health plan or insurance coverage, and submit bills, claims, and other 
related information to insurance companies or others who may be responsible to pay for some or all of 
my health care; and 
·       Perform various office, administrative, and business functions that support my provider’s efforts to 
provide me with quality cost-effective health care and to arrange and be reimbursed for quality cost-
effective health care. 
  
I understand that I have the right to receive and review a written description of how This Practice will 
handle health information about me. This written description is known as a Notice of Privacy Practices 
and describes the uses and disclosures of health information made and the information practices 
followed by the employees, staff, and other office personnel of This Practice, and my rights regarding 
my health information. 
  
I understand that the Notice of Privacy Practices may be revised from time to time, and that I am 
entitled to receive a copy of any revised Notice of Privacy Practices. I also understand that a copy or a 
summary of the most current version of This Practice’s Notice of Privacy Practices in effect will be 
posted on-line where I can access it. I can also request a copy be sent to me at home or through email. 
  
I understand that I have the right to ask that some or all of my health information not be used or 
disclosed in the manner described in the Notice of Privacy Practices, and I understand that This Practice 
is not required by law to agree to such requests.  
By signing below, I agree that I have reviewed and understand the information above and that I have 
received a copy of the Notice of Privacy Practices (see forms). 
 

____________________________________                          _______________ 
Patient’s Signature                                                                        Date  
 
____________________________________                          ________________  
Authorized Representative Signature                                       Date                         
        
____________________________________                         _________________ 
Name of Representative                                                             Relationship 
 



1 Informed Consent for Telemedicine Services: Ann Ottesen NP 
 
INTRODUCTION 
Telemedicine involves the use of electronic communications to enable health care providers at different locations to 
share individual patient medical information for the purpose of improving patient care. Providers may include primary 
care practitioners, specialists, and/or subspecialists. The information may be used for diagnosis, therapy, follow-up 
and/or education, and may include any of the following: 

• Patient medical records 
• Medical images 
• Live two-way audio and video 
• Output data from medical devices and sound and video files 

Electronic systems used will incorporate network and software security protocols to protect the confidentiality of 
patient identification and imaging data and will include measures to safeguard the data and to ensure its integrity 
against intentional or unintentional corruption. 
 
EXPECTED BENEFITS 

• Improved access to medical care by enabling a patient to remain in his/her office (or at a remote site) while the 
provider obtains test results and consults from healthcare practitioners at distant/other sites. 

• More efficient medical evaluation and management. 
• Obtaining expertise of a distant specialist. 

 
POSSIBLE RISKS 
As with any medical procedure, there are potential risks associated with the use of telemedicine. These risks include, but 
may not be limited to: 

• In rare cases, information transmitted may not be sufficient (e.g. poor resolution of images) to allow for 
appropriate medical decision making by the providers and consultant(s); 

• Delays in medical evaluation and treatment could occur due to deficiencies or failures of the equipment; 
• In very rare instances, security protocols could fail, causing a breach of privacy of personal medical information; 
• In rare cases, a lack of access to complete medical records may result in adverse drug interactions or allergic 

reaction or other judgment error. 
 
BY SIGNING THIS FORM, I ATTEST TO AND UNDERSTAND THE FOLLOWING: 

1. I understand that the laws that protect privacy and the confidentiality of medical information also apply to 
telemedicine, 

2. I understand that I have the right to withhold or withdraw my consent to the use of telemedicine in the course 
of my care at any time, without affecting my right to future care or treatment, 

3. I understand that I have the right to inspect all information obtained and recorded in the course of telemedicine 
interaction, and may receive copies of this information for a reasonable fee, 

4. I understand that a variety of alternative methods of medical care may be available to me, and that I may 
choose one or more of these at any time. Ann Ottesen NP has explained the alternatives to my satisfaction, 

5. I understand that telemedicine may involve electronic communication of my personal medical information to 
other medical practitioners who may be located in other areas, including out of state. 

6. I understand that it is my duty to inform Ann Ottesen NP of electronic interactions regarding my care that I may 
have with other healthcare providers.  

7. I understand that I may expect the anticipated benefits from the use of telemedicine in my care, but that no 
results can be guaranteed or assured. 

8. I attest that I am located in the state of Oregon and will be present in the state of Oregon during all telehealth 
encounters with Ann Ottesen NP. 

 
 
 



2 Informed Consent for Telemedicine Services: Ann Ottesen NP 
 
PATIENT CONSENT TO THE USE OF TELEMEDICINE 
I have read and understand the information provided on page 1 regarding telemedicine, have discussed it with my 
provider, and all of my questions have been answered to my satisfaction. I hereby give my informed consent for the use 
of telemedicine in my medical care. 
 
I understand a copy of this form will be available for me to print. 
 
I hereby authorize Ann Ottesen NP to use telemedicine in the course of my diagnosis and treatment. 
By signing below, I agree to use electronic records and signatures and I acknowledge that I have read the 
related “consumer disclosure”. 
 
Please sign below. 

 
 

_____________________________                _________________ 
Patient’s Signature                                              Date  
 
 
_____________________________                _________________   
Authorized Representative Signature              Date                          
      
 
______________________________              _________________ 
Name of Representative                                     Relationship 



1 | P a g e  Legal Consent Form 

___________________________    ________   _____________________     ______/______/__________ 

Patient First Name       MI        Last Name             Date of Birth  
 

Initial each section and sign below 
 
____Consent to Medical Care and Treatment:  I consent to all medical and surgical care, 
examination, and tests determined to be necessary. I understand that I have the right to refuse 
any procedure or treatment and I have the right to discuss all medical treatments with my 
clinician. Though I expect the care given will meet customary standards, I uderstand  there are 
no guarantees concerning the results of my care. If I refuse suggested examinations, tests, or 
treatments against medical advice, I will not hold Pacific Sage LLC or any individual responsible 
for any of the consequences. 
 
____Assignment of Benefits, Authorization to Release Medical Information:  I request that 
payment of authorized benefits from my insurance carrier be made either to me or on my 
behalf to Pacific Sage LLC for any services furnished to me by Pacific Sage LLC and hereby assign 
Pacific Sage LLC all assignable rights to payment for services rendered by Pacific Sage LLC 
including all Medicare benefits if I am in that program. I authorize my insurance carrier to 
release information regarding my coverage to Pacific Sage LLC. I authorize any holder of medical 
information about me to release it to the following when applicable to determine benefits for 
related cservices: Centers for Medicare and Medicaide Services, insurers, and/or agents of these 
companies, or other helathcare providers assisting in my medical care. I understand and agree 
that my health inormation may be used and disclosed by Pacific Sage LLC, other providers, and 
insurers for treatment, payment, and health care operations pursposes. I understand that Pacific 
Sage LLC paricipates in an electronic medical prescribing softward (e-prescribing) and authorize 
Pacific Sage LLC to send prescriptions directly to a pharmacy from the point of care. I agree that 
Pacific Sage LLC may request and use my prescription history from other healthcare providrs or 
third-party payors for treatment pursposes.  
 
____Financial Agreement: I understand that I am financially responsible for any charges 
regardless of insurance coverage unless I have Oregon Medicaid insurance which covers all 
Primary Care Services provided by Pacific Sage LLC. The maximum charge for services provided 
by Pacific Sage LLC that I would need to pay out of pocket regardless of insurance coverage for 
each visit is $250 (unless I have Oregon Medicaid insurance which covers all Primary Care 
Services). I agree to pay up to $250 for services provided by Pacific Sage LLC for each visit 
(unless I have Oregon Medicaid Insurance). There may be additional charges from other entities 
that provide services ordered by Pacific Sage LLC, but those entities will collect payment(s) 
independently. 
____Consent to Text Messaging and email: In order to enhance patient care and experience, 
Pacific Sage LLC may contact me via phone call, voicemail, SMS text message, email, or mobile 
application, some of which may be via automated means to remind me of an appointment, to 
obtain feedback on my experience with our healthcare team, and to provide general health 
reminders/information. I understand and agree to be contacted in this manner with 
communications related to this visit, and any future visits. In the future, I may opt-out of 



2 | P a g e  Legal Consent Form 

receiving text messages by notifying Pacific Sage LLC in writing. Standard telephone minute and 
text charges may apply if Pacific Sage LLC contacts me.  
 
____Acknowledgement of Notice of Privacy Practices and Patient Record of Disclosures: I 
acknowledge that I have received a copy of Pacific Sage LLC’s Notice of Privacy Practices. In 
general, the HIPAA privacy rule gives individuals the right to request a restriction on uses and 
disclosures of their protected health information (PHI). The individual is also provided the right 
to request confidential communications or that communication of PHI is made by alernative 
means, such as sending correspondence to the indivicual’s office instead of the individual’s 
home.  
 
____Video Surveillance for Security and healthcare Operations: I understand and consent to 
video surveillance for security purposes and/or Pacific Sage LLC’s health care operations. I 
understand that the facility retains the ownership rights to images and/or recordings. I 
understand these images and/or recordings will be securely stored and protected. 
 
____By signing below, I hereby understand and agree with the above information and 
understand that my refusal to sign this form will be interpreted as my decision to cease 
receiving medical care with Pacific Sage LLC, which also goes by the names of Pacific Sage 
Primary Care and Pacific Sage Medical Services.  

 

 
 

________________________________________________                      _________________ 
Patient’s Signature                                                                                              Date  
 
 
________________________________________________                      _________________ 
Authorized Representative Signature                                                             Date                          
        
 
________________________________________________                       _________________ 
Name of Representative                                                                                     Relationship 

 



Consent to Communicate: Pacific Sage LLC 

____________________    _____   ________________________________                  ____/____/______        ____/____/______                                    
First Name                             MI         Last Name                                                                     Date of Birth                    Date 
 

Consent for leaving messages: I understand that my healthcare information is protected. In order for Pacific Sage LLC to 
leave detailed messages containing specific health information on my voicemail or answering machine, I need to give 
permission to do so. 
 
I give permission to Pacific Sage LLC for messages to be left on the phone number(s) listed below: 
 
Phone: ____________________________ Phone: ____________________________Phone: _______________________ 
Messages may be left regarding the following: 

 Appointment Reminders/Changes 

 Account Payments/Balances 

 Cost Estimates 

 Medical Treatment (Needed/Completed) 
 
Consent to verbally share information: By completing the information and signing below, I authorize Pacific Sage LLC to 
verbally discuss my medical care and other protected information. The name(s) listed below are individuals to whom I 
grant permission for Practice representatives to verbally discuss information using their best judgment that is relevant to 
my care or relevant to payment for such care. 
 
1. Name: ___________________________ Phone: __________________ Relationship to patient: _________________ 
May be contacted regarding the following: 

 Appointment 
reminders/changes 

 Account payments/balances 

 Cost estimates 

 Medical information/Care/Treatments needed or completed 

 Sensitive medical information including: 

 Sexually Transmitted Infections, HIV/AIDs 

 Substance use including drugs and alcohol 

 Mental health conditions 
 

2. Name: ___________________________ Phone: __________________ Relationship to patient: _________________ 
May be contacted regarding the following: 

 Appointment 
reminders/changes 

 Account payments/balances 

 Cost estimates 

 Medical information/Care/Treatments needed or completed 

 Sensitive medical information including: 

 Sexually Transmitted Infections, HIV/AIDs 

 Substance use including drugs and alcohol 

 Mental health conditions 
 

3. Name: ___________________________ Phone: __________________ Relationship to patient: _________________ 
May be contacted regarding the following: 

 Appointment 
reminders/changes 

 Account payments/balances 

 Cost estimates 

 Medical information/Care/Treatments needed or completed 

 Sensitive medical information including: 

 Sexually Transmitted Infections, HIV/AIDs 

 Substance use including drugs and alcohol 

 Mental health conditions 
 

It will be my responsibility to keep this information up to date as I recognize relationships may change over time. This 

consent will be considered valid until I revoke it in writing. I reserve the right to revoke it at any time. I understand 

revoking this authorization will not affect disclosures made or actions taken before revocation is received.  

 
_______________________________________________                      _________________ 
Patient’s Signature                                                                                            Date  
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