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Patient Responsibilities & Agreement for TeleHealth 
 

Pace NeuroHealth TMS Center’s purpose is to provide personalized care of the highest caliber. TeleHealth is one aspect of our 
behavioral health regiment which allows our providers to stay in better contact with our patients based on the patient’s needs. Prior 
to scheduling a TeleHealth session your provider will discuss with you the responsibilities on both your end and the responsibilities of 
Pace NeuroHealth TMS. It is important to understand that this service is only offered to patients whom their provider is confident 
they will respect and adhere to the practice’s policies on TeleHealth. 

 
*** Please Read and Complete. Every check box must be marked to be accepted by Pace NeuroHealth TMS *** 

By checking the spaces below I acknowledge, understand, and will ensure: 
 
---- The policies for TeleHealth at Pace NeuroHealth TMS are understood and will adhere to them. 
 
---- I have obtained/arranged a device for usage with TeleHealth prior to my scheduled appointment. If I am unable to locate a 
device, I will inform Pace NeuroHealth TMS prior to 24 hours from my appointment time. 
 
---- I have updated my HIPAA information prior to the session. If any un-authorized individuals are present during the TeleHealth 
session, the provider will conclude the session immediately and may result in my TeleHealth privileges being revoked. I am 
responsible for ensuring on my end the TeleHealth session remains confidential and secured. 
 
---- I understand and acknowledge that Pace NeuroHealth TMS is not responsible in the event patient information may be leaked due 
to unauthorized individuals being present on my end. 
 
---- I will cover any/all financial responsibility from the TeleHealth appointment in full prior to my next appointment. If I refuse my 
financial responsibility, I understand that my TeleHealth privileges will be revoked. 
 
---- I understand the usage of TeleHealth, including the frequency of usage and scheduling, will be the sole discretion of my 
provider. I understand that TeleHealth does not allow for me to never be seen in person for the remainder of my treatment  
here at Pace NeuroHealth TMS. 
 
---- I understand that I will be required for in-office visit(s) minimally once every three months. Failure to do so may result in 
immediate suspension/revocation of TeleHealth services. 
 
---- I understand that I must be located in Maryland during my TeleHealth session. Failing to do so may result in my insurance 
company denying payment for my TeleHealth session and I will be responsible for the full cost of the appointment. 
 
---- I understand Pace NeuroHealth TMS reserves the right to remove TeleHealth services at their discretion. 
 
Pace NeuroHealth TMS will: 
---- Ensure the patient has confirmed access to patient portal once the agreement has been signed. 
 
---- Ensure the patient has been informed of any/all upcoming TeleHealth sessions. A printout listing dates and times of the 
TeleHealth sessions will be provided upon request. 
 
---- Ensure that prior to the first session, the entire process of the TeleHealth session has been effectively explained to the patient. 
 
---- Ensure no unauthorized individuals will be present on the provider's end during the TeleHealth session. 
 
---- Ensure the policies/responsibilities for all authorized parties involved relating to TeleHealth are understood by the patient prior 
to beginning the TeleHealth session. 
 
___________________________________    __________________________________  ____________________ 
 
Patient Name                 Patient signature                                     Date 


