
AUTOMATED CHARTING CONSENT FORM TO USE AUTOCHART.AI 
 

FOR ___________________________________________________________ (“Clinic”) 
 
 
The Clinic would like to use an automated char4ng applica4on (the “Applica4on”), Autochart.ai, that records the 
interac4on between the health care prac44oner (“Prac44oner”) and the Pa4ent during examina4ons (the “Voice 
Recording”) to enhance efficiency in clinical documenta4on and help the clinical team address follow up tasks 
faster.  
 
The Applica4on records only the audio and date, it summarizes the content for your medical record and then 
deletes the recordings. The summarized transcript is used exclusively for char4ng purposes and is destroyed aHer 
use. Any other data required for the Applica4on is anonymized. 
 
The Clinic is commiJed to protec4ng your privacy with stringent security measures and by retaining only essen4al 
data for providing our services. The Applica4on, Autochart.ai, complies with applicable privacy law and the data it 
collects remains in Canada.  
 
Your par4cipa4on is en4rely voluntary. Your decision not to par4cipate will not affect your access to medical 
services from the Clinic. You acknowledge that you have the right to withdraw your consent at any 4me, without 
any nega4ve impact on your treatment. 
 
 
INFORMED CONSENT: 
 
I, Pa4ent name (please print):_________________________________________________________ (the 
“Pa4ent”), confirm that I have read, understood, and I  
 

 Consent that the Clinic may use the Applica4on to capture a voice recording of my interac4on with the 
Prac44oner which will be transcribed and used for my medical records.  
 

 Do not consent for the Clinic to capture a voice recording of my interac4on with the Prac44oner  
 
Pa4ent's Signature: _______________________________  Date: _________________ 
 
If the Pa4ent is under the legal age of consent or is unable to provide informed consent, a parent or legal guardian 
must sign below, indica4ng such parent or legal guardian’s approval on behalf of the Pa4ent. 
 
Parent/Guardian Name: _____________________________  Rela4onship: ___________ 
 
Parent/Guardian Signature: __________________________  Date: _________________ 
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