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Consent for Medical Treatment
_____ : Initial     I voluntarily consent to such health care services at Effingham Health System (EHS) and its affiliated facilities and practices encompassing routine diagnostic procedures and medical treatments as may be ordered by healthcare providers responsible for such medical care.  I further consent to treatment by authorized employees, agents or independent contractors of EHS who are assigned to my care. In addition, I am hereby consenting to the employees, agents or independent contractors of EHS to use and disclose my information to obtain payment of charges, release medical information for insurance purposes and for healthcare operations.  I hereby consent and grant authorization to release any or all part of my medical record and the other information to my insurance company or other party including but not limited to pharmaceutical patient assistance programs on behalf of EHS responsible for payment of charges relating to the services I received.  EHS may use and disclose the information to any agency or independent contractor review records for certification, utilization management and/or for quality assurance; on behalf of EHS and all affiliates or subsidiaries of EHS.  Likewise, physicians and/or healthcare providers may release the same information to community agencies for continuation of care. 
ADVANCED DIRECTIVE CHECKLIST
PLEASE READ THE FOLLOWING STATEMENTS

1. I have been given written materials on my rights to accept or refuse medical and surgical treatment and my

    rights to formulate advanced directives.

2. I understand that I am not required to have an advanced directive in order to receive medical treatment at

     EHS, or its affiliated facilities and practices.

3. I understand that the terms of any advanced directive that I execute will be followed by the staff
    and physicians of this facility to the extent permitted by law.
PLEASE CHECK ONE OF THE FOLLOWING STATEMENTS:

____: I have executed an advanced directive and will provide a copy to the facility, (Registration, HIM

           Department and or Nursing Services).

____: I have not executed an advanced directive and do not wish to discuss advanced directives any

           further at this time.

____: I have not executed an advanced directive but would like to obtain additional information.

           Information was provided.

____: Patient is unable to comprehend what advanced directives are, but this was explained to the

           family/caregiver as part of our community education effort.

I acknowledge that the statements listed above were explained to me and that I was given written

materials on this subject. In addition, I have indicated whether or not I have an advanced directive.

If the patient is unable to comprehend the information, the person admitting the patient will sign

and receive the information.

Patient Responsibility
_______: Initial   I understand that EHS and its affiliated facilities and practices will file my insurance as a courtesy, but it is my responsibility to understand my insurance coverage.  I understand that I will be responsible for any charges my insurance will not cover. I have been informed that if I am an EHS Cancer Care Center patient, I may receive more than one bill for my visits.  You will receive a bill from your physician, Oncology and/or EHS, and you may receive an additional bill for the facility supplies, medication, nursing care, radiology, laboratory and therapies.
Consent to be photographed
_______: Initial   I understand that photographs or other images may be recorded to document my care, and I consent to this. EHS will retain the ownership rights to these images. Images will be stored in a secure manner in my medical record. Images that identify me may be used at EHS only for purposes of treatment, payment or healthcare operations and will not be released and/or used outside the organization for any purpose unless authorized by me or my legal representative. 
Prescription (Rx) History Consent
_______: Initial   I authorize EHS and its affiliated facilities and practices to access my prescription history in order to perform accurate medication reconciliation. 
Patient Right To Consent or Decline a Chaperone

_______: Initial   I understand that to ensure protection of myself, that there will be a medical chaperone present for any intimate examination defined as a genital, pelvic, rectal or breast examination, regardless of mine or the staffs gender. I also understand that I have the right to decline a medical chaperone during an intimate exam if I so choose. 

Patient’s Rights And Responsibilities
I acknowledge that I have been offered a copy of the PATIENT’S RIGHTS AND RESPONSIBILITIES, which details my rights as a patient at EHS.  
EHS and its affiliated facilities and practices is committed to providing and supporting healthcare excellence to the citizens we serve.  Our commitment to patients is reflected in our willingness to provide patient care and services and not be influenced by age, race, ethnicity, religion, culture, language, physical or mental disability, socioeconomic status, sex, sexual orientation, gender identity or expression.

_______________
__________________________________   ______________________________
Date/Time



Signature



 Printed Name
Relationship: _______________________________   Witness: ___________________________________
(Must be signed by Patient or Relative)
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