AUTHORIZATION FOR MEDICAL TREATMENT

and RELEASE OF INFORMATION

Read carefully, this is a contract.


I consent to receiving services at the [Clinic Name], which may include assessment, routine diagnostic procedures, medications and such medical treatment as the attending Physician/Nurse Practitioner/Physician’s Assistant consider to be necessary for my care.  I understand that the practice of medicine is not an exact science and I acknowledge that no guarantees have been made to me as to the result of examination or treatment at this Clinic.  

I understand that the services I receive at the [Clinic Name], or as a result of a referral from the [Clinic Name], are being provided by health care practitioners and lay volunteers who are not receiving compensation and compensation will not be requested from any source.  I understand, as provided by Federal and State law, that these volunteers are not liable for civil damages as a result of acts or omissions which may occur in providing services to me, except acts or omissions amounting to gross negligence or willful and wanton misconduct or were intended to injure me.

I authorize the [Clinic Name], to transfer clinical information about me to other health care providers/agencies if needed to carry out my treatment/plan of care.  I understand that I am responsible for my own valuables while at the [Clinic Name], and the [Clinic Name], is not responsible for loss or damage to any valuables.  My signature below constitutes my acknowledgement that I have understood this consent and that I agree to it’s contents.

              ________/​_______​/________                               ______________________________________________

                               Date                             

                               Signature of Patient or Consenting Party            

     ( Read to patient by __________________________________

