Squirrel Hill Health Center

CONSENT TO TREATMENT

I request those physicians and other health-care professionals who care for me to perform routine diagnostic procedures, ambulatory care and therapeutic treatments, which in their judgment become necessary while I am a patient with SHHC.  Routine diagnostic procedures and medical treatments include but are not limited to ECGs, blood tests and administration of medications.  I also consent to medical photography necessary in the judgment of my physician, to document the course of my injury or illness and to provide appropriate medical care.  

I am aware that the practice of medicine and surgery is not an exact science and I acknowledge that no guarantees have been made to me as to the results of treatments or examinations.  I authorize SHHC to retain, preserve and use for scientific, or education purposes, or dispose of at their convenience, any specimens or tissue taken from my body during my visit.  If I undergo any procedure that requires the submission of tissue for pathologic examination, I authorize the use of any excess tissue for educational purposes.

CONSENT TO SHARE MEDICAL INFORMATION 

By initialing below I understand that if I am not available by telephone, the practice may leave a message regarding normal results on my home/office/cell telephone.  Below I have listed the persons whom the practice may speak with regarding my health care record:

Name: _______________________________ relationship: _______________________________
Name: _______________________________ relationship: _______________________________
Name: _______________________________ relationship: _______________________________
Initial _________

RELEASE OF RESPONSIBILITY

I understand that if I fail to carry out my provider’s instructions for follow-up care, I do so at my own responsibility.

RELEASE FROM RESPONSIBIITY FOR VALUABLES

I understand that SHHC is not responsible for loss or damage to any of my personal items.

CONSENT TO APPEAL

In the event that my insurance company denies payment for services rendered during the episode of care, I authorize the SHHC to appeal for payment on my behalf; however, I understand that I have the right to rescind my consent to appeal at any time during the appeal process.

STATEMENT TO PERMIT PAYMENT OF MEDICARE BENEFITS TO PROVIDER, PHYSICIANS AND PATIENT

I certify that the information given by me in applying for payment under Title XVIII of the Social Security Administration or its intermediaries or carriers for this or a related medical claim is correct.  I authorize the release of all necessary information to agencies just named as well as any Peer Review Organization.  I request that payment of authorized benefits be made on my behalf.  I assign the benefits payable for physician or nurse practitioner services to SHHC or authorize SHHC to submit a claim to Medicare for payment to me.

STATEMENT TO PERMIT PAYMENT OF MEDICAID BENEFITS TO PROVIDER AND PHYSICIAN

I certify that the information given by me in applying for payment under Title XIX of the Social Security Act is correct.  I authorize any holder of medical or other information about me to release to the Department of Public Welfare (D.P.W.) or its intermediaries or carriers any information needed for this or a related Medicaid claim.  I request that payment of authorized benefits be made on my behalf.  I assign the benefits payable for physician or nurse practitioner services to SHHC or authorize SHHC to submit a claim to D.P.W. for payment.

ASSIGNMENT OF INSURANCE OR PAYOR BENEFITS

I recognize that I am primarily liable for payment for services rendered.  In the event that I am entitled to medical care benefits or insurance of any type whatsoever, I hereby assign those benefits and my rights to insurance payment to the SHHC and any of its contracted health-care providers.  I authorize the SHHC and the appropriate health-care providers to apply for benefits and insurance on my behalf for services rendered to me.  I certify that the insurance or other coverage benefit information supplied by me is correct, in accordance with applicable hospital, provider or insurance policies or agreements.  If my insurance carrier requires pre-authorization for services I will receive, I understand that it is my responsibility to obtain the required pre-authorization.  If I fail to do so, I will be liable for all or part of otherwise covered expenses.

ACKNOWLEDGMENT OF RESPONSIBILITY FOR PAYMENT OF BILL

I guarantee payment of all charges incurred for services rendered by SHHC for the patient named on the bottom of this page.  The amount due for non-insurance charges including co-payment and deductibles shall be paid in full at the time when services are rendered.  Should my account be referred to an attorney for collection, I agree to pay reasonable attorney’s fees and collection expenses.

ACCURACY OF INFORMATION
By signing this form, I agree that all information I have submitted in writing to SHHC is accurate and up to date to the best of my knowledge.

BY SIGNING THIS DOCUMENT, I CERTIFY THAT I HAVE READ THIS FORM OR HAD IT READ TO ME AND UNDERSTAND ITS CONTENTS
___________________________________
____________________________________

Signature of Patient or Substitute Decision Maker

                   Witness

___________________________________
____________________________________

If Substitute Decision Maker, state relationship
If Substitute Decision Maker, state reason
_______________________
Date
Printed Patient Name ___________________________________
D.O.B. _________________

ACKNOWLEDGMENT OF NOTICE OF PRIVACY PRACTICES

By initialing below, I acknowledge that I am aware of SHHC’s Notice of Privacy Practices and was given a copy upon my request. I understand that information SHHC acquires or creates about me will only be disclosed to others for treatment, payment and healthcare operations as set forth in the notice or as authorized by me in writing.   

____  Initial

__________________________________________________________________________________
ORAL CONSENT (ONLY FOR PATIENTS UNABLE TO SIGN)
Relationship to Patient AND Description of authority to act on behalf of patient:

__________________________________________________________________________________________

ORAL AUTHORIZATION – NOT APPLICABLE TO HIV RELATED INFORMATION
I witness that the person understood the nature of this release and freely gave his/her oral authorization.  

(Two witnesses are required)

_______________________________________________

____________________________

Witness #1








     Date

_______________________________________________

____________________________

Witness #2








     Date

· A minor may authorize if for Drug and Alcohol related.  If for Behavioral Health, a patient who is 14 or older shall authorize (inpatient records only).  A disclosure statement, as required by law, will accompany the records requested.

Office Use Only

⁭  Copy provided to patient
Signature: _________________________________
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