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Physician House Calls 

Thank you for entrusting us with the care of your loved one. The following items summarize what you can 
expect as a patient and family member of a patient at Access Healthcare Associates (AHA):  

1. Doctor’s Visits: Most of our patients can expect a house call visit from Dr. Lefferman, or one of our highly
trained Nurse Practitioners or Physician Assistants every 4-6 weeks. Every effort is made to schedule visits
in advance. To schedule a visit, please call the below number Monday – Friday, between 9am-5pm.

2. Urgent Visits: Though many times we are able to accommodate a medical visit within 24-48 hours; we are
not a substitute for the ER or Urgent Care. For emergencies, please dial 911 immediately. Do not wait for
instructions from your physician.

3. After Hours: One of our Doctors, Nurse Practitioners, or Physician Assistants can be reached after hours via
the below phone number and pressing Option 9. Please inform our office if your loved one will be going to
the emergency room. We will notify our hospital associates to receive them in case they are admitted.

4. Hospitals: Our team of associate physicians follows our patients at local hospitals. Our office is in contact
with hospitals on a regular basis, allowing for optimal continuity of care.

5. Ancillaries: Our mobile ancillary team is equipped to perform EKG, B-12 shots, blood work, ear lavage,
among others. Please call our office to inform us if there are specific requests or if there are questions
regarding tests performed.

6. Home Health & Referrals: We can order skilled nurses to visit for acute needs like blood pressure or
glucose monitoring, wound dressing, and physical, occupational or speech therapies. We also work with
specialists such as podiatrists, dentists, orthopedists, cardiologists, psychiatrists, and many others. *Not all
do house calls.

7. Diagnostic Studies: We are equipped to perform house call X-Rays and Ultrasounds.

8. Reports & Letters: Physician’s Reports & TB clearance needed to move into Assisted Living or Board &
Cares can be prepared by our office within 48 hours. There is a standard fee of $50 for completion of
letters, medical documents, RCFE’s, etc. There is a greater fee for completion of extensive medical
documents. Please call our office for more information.

9. Insurance: Medicare and secondary insurance covers house call visits. Most PPO/POS insurances also have
out of network benefits. HMO insurance such as SCAN or Secure Horizons, already have a doctor assigned
to them. Please call our office for new patient insurance verification. We are happy to help with the
enrollment process.

10. Office Hours: Our staff is available to answer your calls Monday – Friday, 9am-5pm. Refills and other
requests can be faxed to the number below.



Matthew Lefferman, D.O., Medical Director 
9233 West Pico Boulevard Suite #230, Los Angeles, CA 90035 
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Mobile Laboratory and Ancillary Services Information Sheet 

Dr. Lefferman and his team at Access Healthcare Associates takes a proactive approach to geriatric healthcare. 
Our mission is to avoid unnecessary hospitalizations and to minimize the need for medical travel. With the 
prevalence of chronic conditions and multiple medications in the senior population, routine ancillary testing is 
helpful for our providers to guide a particular treatment plan. 

Our practice utilizes a mobile phlebotomy team, made up of certified phlebotomists, expert in blood draws and 
other testing such as earwax removal, EKG’s and vaccinations. Working side by side with Dr. Lefferman and our 
Nurse Practitioners, they perform mobile laboratory and other ancillary services. Our certified phlebotomists are 
not permitted to perform any services without a physician order in order to maintain the high quality of care for 
our patients. 

Below is a brief explanation of frequent testing and the medical necessity behind each test: 
Blood Testing: Chronic medical conditions and the medications used to treat them can lead to electrolyte 
abnormalities, vitamin and mineral deficiencies, anemia, chronic kidney and thyroid disease. 

Earwax Removal: Hearing loss can have a range of consequences such as ringing in the ears, loss of balance, 
anxiety, and depression. Our team is trained to provide regular ear cleaning for earwax removal and as needed. 

Electrocardiogram (EKG): This important test evaluates heart function. Patients with congestive heart failure, 
hypertension, heart arrhythmias, and as well as taking multiple medications have a particular need for EKG 
testing. 

Cognitive Assessment: As geriatric specialists, our patients frequently have varying degrees of memory loss. Our 
integrated software provides tracks cognitive function as well as visual spatial, executive function, and verbal 
capabilities. 

Medication Effectiveness: We all respond differently to medications. Pharmacogenetic testing helps us ensure 
that patients receive the full benefit of their medications and helps to remove ineffective medications. 

Vaccination: We provide vaccines for seasonal flu, pneumonia, and shingles prevention. 

Complete List of Mobile Services Performed by AHA Phlebotomists: 

● Allergy Testing - both environmental and food allergies

● Bloodwork - including CBC, lipid panels, hgb a1c

(diabetics), and thyroid panels

● Cerumen Removal - for earwax buildup

● Fecal Occult Blood Testing - a screening test to rule out

blood in stool

● Neurocognitive Testing - evaluates level of cognitive

function and helps to assess for dementia

● Pharmacogenetic Testing - for proper medication

management

● Respiratory Panel - testing for viral infections

● Spirometry - a breathing test, important for

patients with emphysema

● Tuberculosis Screening - important for patients

moving to assisted living communities

● Vaccinations - including flu, pneumonia and

shingles

● Vitamin B12 - these monthly injections can help

with energy and memory in the senior population
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Demographic and Insurance Intake Form 

Name:________________________________________________________________________________________________    
Last Name                 First Name     Middle Initial 

Facility: ____________________________________ Home       AL        BC        SNF  

Address (with 9 digit zip code):____________________________________________________________________________  

Phone: (______) _____________________ Personal Phone: (_____) _____________________________________________ 

Sex:  M       F      Social Security: _____________________________ Date of Birth: ___________________________________  

Marital Status:  M    S    W    D      Height: ______ Weight: _______ Ethnicity:___________ Language:____________________  

Pharmacy Name: ____________________________ Phone Number: _____________________________________________  

Primary Medical Condition(s): _____________________________________________________________________________  

Can patient sign own consent form:  Y       N  

Home Health / Hospice: ___________________________________ Referred By: ____________________________________  

Insurance Information: (We will need a copy of all of your insurance cards) 

Name of Policy Holder:__________________________________________________________________________________  

Primary Insurance: ______________________________________________________________________________________  

ID/Policy #_________________________________________________Group Number: ______________________________  

Secondary Insurance: ____________________________________________________________________________________  

ID/Policy #_________________________________________________Group Number: ______________________________  

Responsible Party (who should receive the bill):  

Name: ___________________________________________________Relationship to patient:_________________________  

Email: ______________________________ Address: _________________________________________________________  

Phone Number: ________________________________Cell Number: _____________________________________________  

Emergency Contact (if different from above):  

Name: ___________________________________________________Relationship to patient:_________________________ 

Email: ______________________________ Address: _________________________________________________________  

Phone Number: ________________________________Cell Number: _____________________________________________ 

 Approved By: _____________  



 
 

AUTHORIZATION FOR TREATMENT AND ASSIGNMENT OF BENEFITS 

I/ We request to secure the professional services of Access Healthcare Associates, including Dr. Lefferman and any 

nurse practitioner and/or physician associate practicing under his license, for medical treatment. I authorize Access 

Healthcare Associates to furnish the necessary medical treatment and/ or procedures, including laboratory services 

(i.e. blood draws, EKG’s). I am aware that the practice of medicine is not an exact science and I acknowledge that no 

guarantees have been made to me as the result of treatment/ diagnostic procedures.  

I understand that Access Healthcare Associates and Dr. Lefferman does from time to time rely upon third-party 

providers to assist with patient care such as specialist physicians, home health agencies, hospice agencies, and 

diagnostic laboratory and radiology companies; these providers operate and bill independently and are not under the 

direct supervision of any of the providers at Access Healthcare Associates.  

I/ We hereby authorize and consent to the use of psychotropic, narcotic, and antidepressant medications (e.g. Ativan, 

Xanax, Haldol, Percocet, Morphine, Lexapro) where appropriate. Where indicated, the risks and benefits of their use 

have been explained to me and I/we am aware of their addictive potential. Alternative therapies have been discussed 

and reviewed.  

I/ We hereby authorize and direct my insurance carrier to pay directly to this provider of medical services any benefits 

due under my insurance plan. I agree to pay the balance of expenses not paid under this plan. I/ We understand I am 

responsible for any deductible and coinsurance. Should the account be referred to an attorney for collection, the 

undersigned shall pay actual attorney fees and collecting expenses. If I am uninsured, I understand that I am fully 

responsible for all charges.  

I/ We authorize Access Healthcare Associates to use and disclose any of my personal health information, treatment, 

payment and health care operations purposes requested by this insurance company necessary to collect benefits 

under the policies in effect at the time of treatment or any policies which I subsequently make claim against for 

hospital services including related physicians’ services on this or related date of services. Unless indicated, this 

authorization includes but is not limited to the release of information related to drug, alcohol, HIV antibody and/ or 

psychiatric treatment. I/ We further authorize any physician and/ or institution that attended this patient previously 

to furnish medical records or information which maybe requested by Access Healthcare Associates.  

I/We understand that I/ we have the right to refuse treatment and to revoke consent for treatment. I/ We also have 

the right to be informed of the medical consequences of such refusal or revocation and to be informed of available 

alternate treatment. When the patient/ resident is determined by the physician or a court of law not to be mentally 

competent to make a decision regarding treatment, the decision may be made by the legal representative or other 

surrogate decision maker in accordance with applicable state and federal law. My signature on this form indicates (1) 
I/We have read and understood the information provided, (2) have had a chance to ask questions, (3) I/We agree to 
and have authorized and consented to the above.  

NOTICE TO CONSUMERS: Medical doctors are licensed and regulated by the Medical Board of California, 
(800) 633-2322, www.mbc.ca.gov.
______________________________Signature __________________________Name__________________Date_____

Patient/Resident

______________________________Signature __________________________Name__________________Date_____ 

Legal Representative/Relationship 

Matthew Lefferman, D.O., Medical Director 
9233 West Pico Boulevard Suite #230, Los Angeles, CA 90035 

Tel: 310-356-8146 Fax: 310-356-8142 Web: www.accesshealthca.com 



A. Notifier:
B. Patient Name: C. Identification Number:

Advance Beneficiary Notice of Noncoverage (ABN) 
NOTE:  If Medicare doesn’t pay for D. below, you may have to pay. 

Medicare does not pay for everything, even some care that you or your health care provider have 
good reason to think you need. We expect Medicare may not pay for the D. below. 

D. E. Reason Medicare May Not Pay: F. Estimated
Cost

WHAT YOU NEED TO DO NOW: 
 Read this notice, so you can make an informed decision about your care. 
 Ask us any questions that you may have after you finish reading. 
 Choose an option below about whether to receive the D. listed above. 

Note: If you choose Option 1 or 2, we may help you to use any other insurance 
that you might have, but Medicare cannot require us to do this. 

G. OPTIONS: Check only one box.  We cannot choose a box for you.
 OPTION 1.  I want the D. listed above.  You may ask to be paid now, but I 

also want Medicare billed for an official decision on payment, which is sent to me on a Medicare 
Summary Notice (MSN). I understand that if Medicare doesn’t pay, I am responsible for 
payment, but I can appeal to Medicare by following the directions on the MSN. If Medicare 
does pay, you will refund any payments I made to you, less co-pays or deductibles. 

 OPTION 2. I want the D. listed above, but do not bill Medicare. You may 
ask to be paid now as I am responsible for payment. I cannot appeal if Medicare is not billed. 

 OPTION 3. I don’t want the D. listed above.  I understand with this choice I 
am not responsible for payment, and I cannot appeal to see if Medicare would pay. 

H. Additional Information:

This notice gives our opinion, not an official Medicare decision. If you have other questions on 
this notice or Medicare billing, call 1-800-MEDICARE (1-800-633-4227/TTY: 1-877-486-2048). 
Signing below means that you have received and understand this notice. You also receive a copy. 

I. Signature: J. Date:

CMS does not discriminate in its programs and activities. To request this publication in an 
alternative format, please call: 1-800-MEDICARE or email: AltFormatRequest@cms.hhs.gov. 

According to the Paperwork Reduction Act of 1995, no persons are required to respond to a collection of information unless it displays a valid OMB control number. 
The valid OMB control number for this information collection is 0938-0566. The time required to complete this information collection is estimated to average 7 minutes 
per response, including the time to review instructions, search existing data resources, gather the data needed, and complete and review the information collection. If 
you have comments concerning the accuracy of the time estimate or suggestions for improving this form, please write to: CMS, 7500 Security Boulevard, Attn: PRA 
Reports Clearance Officer, Baltimore, Maryland 21244-1850. 

Form CMS-R-131 (Exp. 03/2020) Form Approved OMB No. 0938-0566 

Access Healthcare Associates

Cost associated with visits including but not limited to:
Deductibles, co-payments and co-insurance.

Completion of paperwork fees including but not
limited to: 602's (RCFE), incapacity/capacity letter,
SSA applications, TB tests etc.

Physician's Travel Fee (Patient residing in private
residence)

Patient may not have coverage, insurance may
require patient to pay some fee's out of pocket
as per their contract with the patient.

Completion of paperwork is not covered by any
insurance.

Fee's associated with the providers gas and
mileage to provide service.

Cost varies per
patient/insurance
agreement.

$50-$250 depending on
complexity of form.

$100-$350 depending 
on geographical area.



Physician House Calls 

As a medical practice, our goal is to provide you and your loved one with the best medical care available. As 
a small business, we strive to regulate our expenses and cost of doing business. What a patient owes their 
doctor once their insurance company has paid its portion is individual to each patient’s insurance plan. In 
an effort to streamline patient payments, we are asking our patients to provide us with their credit or debit 
card number which we will keep in our secure file. Nothing will be charged to you until after your insurance 
has been billed and we receive an “Explanation of Benefits” (EOB) from Medicare. What would be charged 
to your card would be the Patient Responsibility portion as defined by your EOB.  

The maximum that we would automatically charge your card would be $500.00. However, this amount is 
generally less and may be covered by your secondary or supplemental insurance. You will receive an e-mail 
confirmation with the amount charged. If your Patient Responsibility is greater than $100.00, you will 
receive a statement from Access Healthcare Associates reflecting a payment up to the maximum and any 
remaining balance owed.  

Thank you for your cooperation and understanding. 
AUTHORIZATION TO CHARGE MY CREDIT/DEBIT CARD FOR MY YEARLY DEDUCTIBLE 

I AUTHORIZE Access Healthcare Associates to charge my credit or debit card with the balance due (Patient 
Responsibility) portion of my insurance company’s EOB (not to exceed $500.00). If I feel that the Patient 
Responsibility on my EOB is inaccurate, I must resolve this issue directly with my insurance company. Any 
correction or change in the EOB will be reflected as a credit or additional charge on my credit or debit card. 

PATIENT NAME (printed):__________________________________________________________________  

DATE:____________________________  

RESPONSIBLE PARTY (printed) (If different than patient):_________________________________________ 

CREDIT CARD HOLDER SIGNATURE (Either patient or responsible party):_____________________________ 

VISA/MASTERCARD/AMERICAN EXPRESS CARD #________________________________________________ 

EXP.DATE:________________ 3 DIGIT SECURITY CODE (on back of card):____________________  

Billing Address ______________________________________ City___________________ State_________ 

Zip__________________ Billing Phone #______________________________________________________ 

E-MAIL ADDRESS:_____________________________ ___________________________________________

Matthew Lefferman, D.O., Medical Director 
9233 West Pico Boulevard Suite #230, Los Angeles, CA 90035 

Tel: 310-356-8146 Fax: 310-356-8142 Web: www.accesshealthca.com 



HIPAA PERMITS DISCLOSURE OF POLST TO OTHER HEALTH CARE PROVIDERS AS NECESSARY 

EMSA #111 B 
(Effective 1/1/2016)* 

Physician Orders for Life-Sustaining Treatment (POLST) 
First follow these orders, then contact 
Physician/NP/PA. A copy of the signed POLST 
form is a legally valid physician order. Any section 
not completed implies full treatment for that section. 
POLST complements an Advance Directive and 
is not intended to replace that document. 

Patient Last Name: Date Form Prepared: 

Patient First Name: Patient Date of Birth: 

Patient Middle Name: Medical Record #: (optional) 

A 
Check 
One

CARDIOPULMONARY RESUSCITATION (CPR): If patient has no pulse and is not breathing.
If patient is NOT in cardiopulmonary arrest, follow orders in Sections B and C. 

� Attempt Resuscitation/CPR (Selecting CPR in Section A requires selecting Full Treatment in Section B)

� Do Not Attempt Resuscitation/DNR   (Allow Natural Death) 

B 
Check 
One

MEDICAL INTERVENTIONS: If patient is found with a pulse and/or is breathing. 
� Full Treatment – primary goal of prolonging life by all medically effective means. 

In addition to treatment described in Selective Treatment and Comfort-Focused Treatment, use intubation, 
advanced airway interventions, mechanical ventilation, and cardioversion as indicated. 

� Trial Period of Full Treatment. 

� Selective Treatment – goal of treating medical conditions while avoiding burdensome measures. 
In addition to treatment described in Comfort-Focused Treatment, use medical treatment, IV antibiotics, and 
IV fluids as indicated. Do not intubate. May use non-invasive positive airway pressure. Generally avoid 
intensive care. 

� Request transfer to hospital only if comfort needs cannot be met in current location. 

� Comfort-Focused Treatment – primary goal of maximizing comfort.
Relieve pain and suffering with medication by any route as needed; use oxygen, suctioning, and manual 
treatment of airway obstruction. Do not use treatments listed in Full and Selective Treatment unless consistent 
with comfort goal. Request transfer to hospital only if comfort needs cannot be met in current location. 

Additional Orders: ___________________________________________________________________________________________________________________________

 _____________________________________________________________________________________________________________________________________________________ 

C 
Check 
One

ARTIFICIALLY ADMINISTERED NUTRITION: Offer food by mouth if feasible and desired. 
� Long-term artificial nutrition, including feeding tubes. Additional Orders:  ________________________  
� Trial period of artificial nutrition, including feeding tubes.  __________________________________________  
� No artificial means of nutrition, including feeding tubes.  __________________________________________  

D INFORMATION AND SIGNATURES: 
Discussed with: �  Patient  (Patient Has Capacity) �  Legally Recognized Decisionmaker 

� Advance Directive dated _______, available and reviewed Æ 
� Advance Directive not available       
� No Advance Directive 

Health Care Agent if named in Advance Directive: 
Name:  ________________________________________ 
Phone:  _______________________________________ 

Signature of Physician / Nurse Practitioner / Physician Assistant (Physician/NP/PA) 
My signature below indicates to the best of my knowledge that these orders are consistent with the patient’s medical condition and preferences. 
Print Physician/NP/PA Name: 

 
Physician/NP/PA Phone #: Physician/PA License #, NP Cert. #: 

Physician/NP/PA Signature: (required) Date: 

Signature of Patient or Legally Recognized Decisionmaker 
I am aware that this form is voluntary. By signing this form, the legally recognized decisionmaker acknowledges that this request regarding 
resuscitative measures is consistent with the known desires of, and with the best interest of, the individual who is the subject of the form. 
Print Name: Relationship: (write self if patient) 

Signature: (required) Date: 
FOR REGISTRY 

USE ONLYMailing Address (street/city/state/zip): Phone Number: 

SEND FORM WITH PATIENT WHENEVER TRANSFERRED OR DISCHARGED 
*Form versions with effective dates of 1/1/2009, 4/1/2011 or 10/1/2014 are also valid

Matthew Lefferman, DO 310-356-8146 20A8857



CCM - Chronic Care Management Patient Consent Form 

Why Dr. Lefferman is participating in CCM: 

Proactive management of your health is very important to me and my staff. Chronic care management is a program 

developed by Medicare to manage your health at home so you can avoid hospital admissions and you can prevent the 

worsening of your chronic conditions. The goals of the program are to keep you as healthy as possible at home while 

minimizing the costs and inconvenience of unnecessary visits to doctors, labs or urgent care facilities.  

What are CCM services? 

Chronic Care Management (CCM) services help to manage your health between office visits. The program provides a 

series of non-face-to-face activities and additional services especially for our CCM patients. These additional services 

include a dedicated care manager, pharmacy consultations, coordination with other physicians and health care 

providers.  

The CCM Care Plan: 

As part of CCM, your provider will draft a care plan for the team to follow. Your care plan includes valuable 

information that will help you understand your medical conditions. Your caregivers and other authorized providers can 

access your Care Plan 24/7 using our secure medical portal in the event you require care when we are not available.  

How much does this cost? 

The answer depends on your insurance. Each month, after we provide you with a minimum of 20 minutes of non-face-

to- face services, we bill your insurer(s). If you have Medicare and secondary insurance there are no additional fees. 
If you do not have a secondary insurance there is a minimal monthly co-payment of $8.  

What if I change my mind? 

You may stop this service at any time, for any reason. Your signature is required to end Chronic Care Management 

services, so please ask my staff for the CCM revocation form. Keep in mind as well that you can only give CCM consent 

to one provider at a time.  

How do I get started? 

Signing this Chronic Care Management - Patient Consent Form allows me and my provider to begin immediately 

providing you with CCM services.  

Your Consent: I agree to participate in the Chronic Care Management program. 

______________________________________________________________ 

Patient Signature/Date (Beneficiary’s Representative)  

______________________________________________________________ 

Print patient name/ (Beneficiary’s Representative)  

Copy must be given to Patient and retained by Provider 

Matthew Lefferman, D.O., Medical Director 
9233 West Pico Boulevard Suite #230, Los Angeles, CA 90035 

Tel: 310-356-8146 Fax: 310-356-8142 Web: www.accesshealthca.com 



RPM – Remote Patient Monitoring Patient Consent Form 

By signing this Agreement, you consent to Dr. Matthew Lefferman, to provide patient monitoring services 
(referred to as “RPM services”) to you as more fully described below.   

RPM services are available to you because you have been diagnosed with one or more chronic conditions which 
are expected to last at least twelve (12) months.   

RPM services include having you use one or more approved devices (weight scale, blood pressure cuff, pulse 
oximeter and/or a blood glucose meter) that send your readings to the physician (or medical group) listed above. 
This will allow for your physician’s staff to address your chronic care needs with systematic assessment of your 
readings to assure that you receive timely preventive care services; medication reviews and oversight and a plan 
of care covering your health issues. The Provider will discuss with you the specific services that will be available to 
you and how to access these devices and services.  

Provider’s Obligations.  
When providing RPM services, the Provider must: 

• Explain to you (and your caregiver, if applicable), and offer to you, all the RPM devices and services that
are applicable to your conditions.

• Provide to you a written or electronic copy of your care plan.
• If you revoke this Agreement, provide you with a written confirmation of the revocation, stating the

effective date of the revocation.

Beneficiary Acknowledgment and Authorization.  By signing this Agreement, you agree to the following: 

• You consent to the Provider providing RPM services to you.
• You authorize electronic communication of your biometric (device data) to your providers staff as part

of coordination of your care.
• You acknowledge that only one practitioner can furnish RPM services to you during a thirty (30)-day

period.
• You understand that cost-sharing will apply to RPM servicers, so you may be billed for a portion of

RPM servicers even though RPM services will not involve a face-to-face meeting with the Provider.

Beneficiary Rights.  You have the following rights with respect to RPM services: 

• The Provider will provide you with a written or electronic copy of your care plan.
• You have the right to stop RPM servicers at any time by revoking this Agreement effective at the end

of the then-current thirty (30)-day period of services. You may revoke this agreement through writing
to:  Access Healthcare Associates – 9233 W. Pico Blvd Suite 230, Los Angeles, CA 90035.

___________________________     
Date 

_____________________________________________________________ 
Patient Signature/ (Beneficiary’s Representative)   

______________________________________________________________ 
Print patient name/ (Beneficiary’s Representative)   
Copy must be given to Patient and retained by Provider. 

Matthew Lefferman, D.O., Medical Director 
9233 West Pico Boulevard Suite #230, Los Angeles, CA 90035 

Tel: 310-356-8146 Fax: 310-356-8142 Web: www.accesshealthca.com 



Telemedicine Consent Form 

1. PURPOSE: The purpose of this form is to obtain your consent for a telemedicine consultation with a physician.
Telemedicine and virtual check-ins have been recently authorized by CMS. Access Healthcare Associates has
engaged these services as a new way of providing high level care to our patients.

2. NATURE OF TELEMEDICINE CONSULTATION: Telemedicine involves the use of audio, video or other electronic
communications to interact with you, consult with your healthcare provider and/or review your medical
information for the purpose of diagnosis, therapy, follow-up and/or education. During your telemedicine
consultation, details of your medical history and personal health information may be discussed with other
healthcare professionals through the use of interactive videos, audio and telecommunications technology.
Additionally, a physical examination of you may take place and video, audio and/or photo recordings may be
taken.

3. RISKS, BENEFITS AND ALTERNATIVES: The benefits of telemedicine include having access to medical specialists
and additional medical information and education without have to travel outside of your local health care
community. A potential risk of telemedicine is that because of your specific medical condition, or due to
technical issues, a face-to-face consultation may be necessary after the telemedicine appointment. Additionally,
in rare circumstances, security protocols could fail causing a breach of patient privacy. The alternative to
telemedicine consultation is a face-to-face visit with a physician.

4. MEDICAL INFORMATION AND RECORDS: All laws concerning patient access to medical records and copies of
medical records apply to telemedicine. Dissemination of any patient identifiable images or information from the
telemedicine consultation to researchers or other entities shall not occur without your consent.

5. CONFIDENTIALITY: All existing confidentiality protections under federal and California law apply to information
used or disclosed during your telemedicine consultation.

Patient Consent to the Use of Telemedicine 

I have read and understand the information provided above regarding telemedicine, have discussed it with my 
physician or such assistants as may be designated, 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 hereby authorize Matthew Lefferman, DO, and Access Healthcare Associates to use telemedicine in the course of 
my diagnosis and treatment.  

________________________________________________ 
Patient’s Name 

________________________________________________ _________________________ 
Patient’s Signature Date 
(or authorized person to sign for patient) 

________________________________________________ 
Relationship to Patients 
(if authorized signer) 

Matthew Lefferman, D.O., Medical Director 
9233 West Pico Boulevard Suite #230, Los Angeles, CA 90035 

Tel: 310-356-8146 Fax: 310-356-8142 Web: www.accesshealthca.com 
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