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CONSENT TO TREAT 
 
Consent to Treat.  You, for yourself, or as a personal representative of the patient, voluntarily consent to all medical 
treatment and health care-related services that the caregivers at CEP America, LLC and any of its affiliates including, but 
not exclusive of MOOV Medical Group, P.A., MOOV Clinical Services PC, and MOOV Healthcare PC, and any other 
professional entities affiliated with the “MOOV” healthcare offering (“MOOV”) consider to be necessary for the patient. 
You understand that caregivers include physicians, technicians, nurses, and other qualified personnel who shall perform 
services and procedures as may be necessary in accordance with the judgment of the attending medical provider(s).  
 
You are aware that the practice of medicine and surgery is not an exact science; no guarantees have been made about the 
results of treatments or examinations. You will be provided with the risks and benefits of your treatment or procedures and 
will have the opportunity to ask questions. You have the right to discuss any treatment with your provider. You are 
encouraged to ask questions about any concerns.  
 
You agree to review additional consents for individual service(s) and procedure(s).  
 
This consent is valid until you revoke it in writing.  
 
Acknowledgements 
 
Receipt of Notice of Privacy Practices.   You have received or have been offered a copy of the Notice of Privacy Practices 
which describes how the patient’s health information may be used or disclosed by MOOV. It is understood that this Notice 
is provided the first time the patient receives services and then only when a significant change is made.  Otherwise, it is 
available by request or on the clinic’s website.  
 
Electronic Communication.  You may also receive emails and text messages from us that will include updates on our 
clinic, general health news, and business updates. You can unsubscribe at any time using the link included on all emails. 
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TELEHEALTH CONSENT 
 
Consent to Telehealth.  
Telehealth is a way to visit healthcare providers involving the use of electronic communications. You can talk to your 
provider from any place, including your home, without going to a clinic or hospital. The information may be used for 
diagnosis, therapy, follow-up and/or education, and may include live two-way audio and video and other materials (e.g. 
medical records, data from medical devices).  
 
You understand that you have the following rights with respect to the telehealth visit:  
 
 The laws that protect the confidentiality of your medical information also apply to telehealth. As such, you understand 
that the information disclosed by you during the session is generally confidential. There are both mandatory and permissive 
exceptions to confidentiality which are outlined in the Notice of Privacy Practices.   
 You understand that there are risks and consequences from telehealth, including, but not limited to, the possibility, 
despite reasonable efforts on the part of my provider that: the transmission of your medical information could be disrupted 
or distorted by technical failures; the transmission of your medical information could be interrupted by unauthorized 
persons; and/or the electronic storage of your medical information could be accessed by unauthorized persons. In addition, 
you understand that telehealth-based services and care may not be as complete as face-to-face services. You also 
understand that if your provider believes you would be better served by face-to-face services, you may be referred to a 
provider who can provide such services. 
 You understand that electronic communication should never be used for emergency communications or urgent 
requests. Emergency communications should be made to the existing emergency 911 services in your community. 
 

By signing below, you or your personal representative have read and understand this Consent to Treat, Telehealth Consent, 
and Notice of Privacy Practices, and accepts the terms and conditions. 
 

 

Signature: __________________________________________ Date: __________________________   

Print Name:  __________________________________________   

   

Signature of Personal Representative (if minor): __________________________________________    

Date: __________________________   

Print Name:  __________________________________________   

Printed Name of Service recipient (if minor):  __________________________________________   
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