
 

 

Office: 301-664-4209 

Fax: 443-926-9958 

www.IkonHealthMD.com 

 

Remote Patient Monitoring Patient Enrollment and Consent Form 
 

Patient Name: _______________________________________ DOB (MM/DD/YYYY):                  

Gender: Male ☐  Female ☐   

Address 

Street:    

City:   State:   Zip Code:    

Cell Phone:        Home Phone:                         

Email:   Patient Clinic/ EMR ID: _____________________ 

 

Dear patient: Carol, a USA based representative of your provider is going to call you in the next day or 

two to help you set up your monitoring device and ensure your first reading appears in the portal. Her 

phone number is 732-807-1157. Please look for her call. 

 

Patient Responsibility: 

• I understand I am being assigned a remote monitor from my provider. I understand that a monitoring 

person will call me on my provided phone number(s) and will call or text me to check in on a regular 

basis. I agree to answer their call or text message.  

• I agree to submit a daily test reading.  ______ (Please initial) 

• I agree to return the remote monitoring equipment to my physician in the condition received, except for 

normal wear and tear. ______ (Please initial) 

• I understand that I must use only the included charger. ______ (Please initial) 

• If the device, or any of its attachments, are lost or damaged, I agree to pay up to $100. ______ (Please 

initial) 

 

*Patient Signature: ______________________________________ *Date: ___________________ 

 

 

 

 

 

 

http://www.ikonhealthmd.com/


 

 

Provider Responsibility 

I certify that this patient has met all Home Telemonitoring Services requirements. The patient is an established 

patient under my care, and I have authorized these services on the service plan and will periodically review the 

plan. I have assessed the patient and verified that the patient meets telemonitoring service needs.    

 

Provider Name (Print Legibly): ___________________________________________________________ 

 

*Provider Signature: ____________________________________________ *Date: __________________ 

 

Device Type:  ▢ BP   ▢ GLU   ▢ SCALE   ▢ PULSE OX 

 

*Device Serial Number:_________________________________________________________________ 

 

*Device Serial Number: ________________________________________________________________ 

 

Form Completed by: ________________________________________________________ 

 

PLEASE FAX THIS COMPLETED AND SIGNED FORM TO: 1-800-724-2131 
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