Roshan Kothandaram M.D.
   1.   Consent for Treatment
I hereby consent and authorize Roshan Kothandaram, his Medical Staff, Nursing Staff, or any personnel associated with his practice to provide care and administer any Diagnostic, Radiological and or Therapeutic procedures and treatments as determined necessary or advisable in my care.
The Service may be rendered at an office or at a Home visit as requested
   2.   Follow Up:  
I take my own responsibility to follow up as advised. 
No telephone Consultations: All consultations will be by appointment ( face to face ) or Telehealth 
   3.   Release of Information
                   I hereby authorize Dr. Roshan Kothandaram to release Medical Information as required for the
                   benefit of my care to any Individual or organization and to obtain Information or records
                   pertaining to my Medical care as required.     
   4. All prescriptions will be written only in office or  televisit 
   5. Emergency services 
             In case of emergency I will call 911 or go to nearest emergency room.  
  7. E – Mail Notification                                   Yes    

 E Mail Address     
             I understand E mail notification is not guaranteed and does not replace face to face contact or telehealth              
   8.  Payment     - Prior to service                                                   All Payments - Non refundable
  9. In the event the practice closes , I would take my own responsibility to find another provider 

10. Copies of Medical records  can be obtained through patient portal free of charge, If mail requests made 
       a charge will be posted 

Signature
       Patient/ Relative/ Guardian


Date


Print Name

