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Al Consent Form
Date:

Patient Name:
Date of Birth:
Use of Al in Care

Our office will be using Atrtificial Intelligence (Al) tools to help with
documentation, communication, and administrative tasks. All medical
decisions are made by your healthcare provider. The conversation will
be recorded for charting purposes only.

Privacy

Al tools used by our practice follow HIPAA privacy and security
guidelines. Your provider will review all Al-assisted information before
it is added to your record.

Please select the following:

|:| | consent to the use of Al-assisted tools as part of my care.
|:| | do NOT consent to the use of Al-assisted tools for my care.

[ ] 1consentto the access and use of my medications history for
treatment and care purposes.

Patient/Representative Signature

Printed Name:

Relationship (if not patient):

Date:




