StJOHN |
HEALTH s«
GENERAL CONSENT TO OUTPATIENT TREATMENT

CONSENT TO PHYSICIAN OFFICE, CLINIC, OR OUTPATIENT SERVICES )
| request and authorize physician office, clinic, or outpatient care as my physician, his assistants or design:
r advisable. This care may include, but is not limited

(collectively called “the physicians®) may deem necessary o

rouline diagnostic radiology and laboratory procedures, administration of routine drugs, biologicais and of
therapeutics, and routine medical and nursing care. | authorize my physician(s) to perform other additional
extended services in emergency situations if it may be necessary or advisable in order to preserve my life or hea
| understand that my (the patient's) care is directed by my (the patient’s) physicians, and that other personnel ren
care and services to me (the patient) according fo the physicians’ instructions.

" | am aware that the practice of medicine and surgery is not an exact science and |
acknowledge that no guarantees or promises have been made to me with respect to the

results of such diagnostic procedure or treatment.

r tissues may be withdrawn from me (the patient) during routi

| understand that samples of body fiukds and/o
hese bady flulds and/or tissues in order

diagnostics procedures, | authorize the faciiity to perform other tests on t
further medical research and knowledge:and/or to dispose’of these fluids and tissues.
{ have-been informed and understand that an HiV (human immunodeficiency virus - AIDS) test may be performs
on me without my consant if a health professional, facility employee or First Responder sustalns an exposure ta n

blood or other body fluid.

ASSIGNMENT OF INSURANCE BENEFITS
Kedicare Certification: | certify that the inform&tion provided by me In applying for payment under Title
XV of the Social Security Act is correct and request payment on my behalf of all authorized benefits.

nsurance carier to make payment directly fo the facility benefits otherwis

| hereby authorize and instruct my- i
payable to me. 1 agree to personaliy pay for any facility or physician charges that are not covered by ¢
including any deductibles and coinsurance amounts,

‘collected from any applicable insurance program,

TEACHING INSTITUTION
| have been informed and understand that this facifity s affiliated with a teaching Institution and the procedure
performed may require observation, cooperation, and sarvices of multiple health care providers. | authoriz:

residents and/or students to participate In my care,
{ HAVE HAD THE OPPORTUNITY TO READ THIS FORM (OR HAVE IT READ TO KE), ASK QUESTIONS ANE

HAVE THESE QUESTIONS ANSWERED.

ACKNOWLEDGEMENT OF PRIVACY PRACTICES
The St. John Health Notice of Privacy Practices provides information about how protected heatth information about
ency virus (HIV), AIDS-related complex (ARC);

me (the patient) - including information about human immunodefic

and acquired immunodeficlency syndrome (AIDS); and including substance abuse treatment records protected

- under the regulations in 42 Code of Federal Regulations, Part 2, if any; and psychological and social services

records, including communications made by me to a social worker or psychologist (if any) - may be used and
disclosed. | have been offered an opportunity to review the Notice before signing this consent. | understand that the

terms of the Notlce may change and that | may obtain a revised copy by accessing the St. John Health website at

www.stiohn.org or by contacting the Privacy Officer listed in the notice

protecied heaith information is used or disclosed

I understand that | have the right to request restrictions on how my
for treatment, payment or hesith care operations. My physicians and the facility are not required fo agree to this
restriction, but if they agree, they will ba bound by the agreement. )

(02/03 FINAL DRAFT — new form) GENERAL CONSENT TO OUTPATIENT TREATMENT



By signing this form, | acknowledge that | have been offered and/or received the St. John Health Notice of Privacy

Practices.
Date

Signature of Pafient
Time :
Date Time

Signature of Spouse

© Signature of Wiinesg
Consent of Legal Guardian, Patient Advocute or Nearest Relative if Patient is Unable to Sign or is a Minor

Signature of Guardiaxn, Patient Advc}cate
or Mearest Relative Date
Time '

Relationship ' .
Address : ' Phone
Number

i

Signatiire of Witness *
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