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AGREEMENT TO PARTICIPATE IN MEDICATION MANAGEMENT VIA TELEHEALTH 

 
 I agree to participate in medication management via telehealth which includes live audio and video. I understand I will 

be able to see and hear the clinician and they will be able to see and hear me, just as if we were in the same room.  
 I agree to participate in the telehealth session in a private space with no other people, distractions, or interruptions.
 I agree to participate in the telehealth session with my camera on at all times.
 I understand that telehealth sessions are to be held via Medent Video and appointments via phone call are prohibited.
 I am established at and have signed a release of information for a Primary Care Physician (PCP), that the HPA Treatment 

Team may contact should they have concerns about my medical or psychiatric stability. 
 I understand that all requests for prescription refills must be sent via secure patient portal and require 72 business hours 

to be fulfilled.
 I understand that portal and phone messages are checked and responded to Monday through Thursday, 8am to 5pm. 

All messages sent after 5pm will be answered on the following business day. 
 I agree to direct all communications to the HPA Admin Team or sent via my secure patient portal. I understand that 

contacting my provider directly via text or email is prohibited.
 I understand that my provider has limited hours and agree that, in the event that I need care outside of those hours, I 

must contact my PCP, or proceed to my local urgent care, or emergency room. 
 I understand that HPA/LiveWell does not order or draw labs. I understand that all required labs must be ordered, 

reviewed, and managed by my PCP as they see fit. 
 I understand that HPA/LiveWell has implemented safety measures to ensure each telehealth session is secure 

between the participants and no part of the encounter will be recorded.
 I understand that telehealth sessions must maintain privacy and security requirements, including but not limited 

to compliance with HIPAA. This means under no circumstance may I record any visual or video segments of the 
telehealth session or discuss the session with anyone other than my provider. If I violate this agreement, I will be 
legally liable for the breach of confidentiality.

 I understand that, although rare, technology problems may delay or interrupt a telehealth session. Technology 
problems will be corrected as soon as possible. If I am disconnected from the session due to an interruption in 
technology, I will attempt to log back in as soon as possible. If I am unable to connect, I will immediately contact 
the HPA Admin Team via phone call to 518-218-1188 or email to frontdesk@albanyhpa.com.

 I understand that confirmation is required for each scheduled appointment and further understand that after 
three (3) missed appointments, HPA/LiveWell will consider these actions as cause for discharge from the practice. 

 If I have any concerns related to my care, I am able and willing to contact either Owner/Director, Dr. Julie Morison 
or Practice Management via email at frontdesk@albanyhpa.com.

 I understand that I have the right to withdraw this consent at any time, without affecting my right to future care 
or treatment.

 By signing below, I have read and understand the information above and have asked any questions I have, and all 
of my questions have been answered to my satisfaction. I understand the above and hereby give my informed 
consent to medication management via telehealth at HPA/LiveWell.

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