HEALTHCARE
. MARYLAND
CONSENT TO HEALTH CARE SERVICES
AND AUTHORIZATION TO RELEASE INFORMATION

PATIENT NAME: PATIENT ACCT#:

1. I{or_ _ _ | _Aacting on my behalf) recognize that I have a condition
requiring health care pervices, and do hereby consent to the rendering of such care and
services, which may include routine diagnostic procedures, laboratory and drug testing and
such medical treatment as my private physician, ataff and attending physician{s} or othars
on the gtaff of HealthCare conslder to be neceasary. I acknowledge that no
guarantees nave been made to mea as to the repult of examination and/or treatment provided
by SAHC. I understand that treatment rendered to me on an emergency bapis is not intanded
te be comprehensive in scope and that it may be necessary to pelect additicnal cara
providers and make arrangemente for a complete diagnoeis and continuation of treatment.

<. I understand that many of the physicians on the gtaff of SAHC, including the attending
Phyrician{s}, radiclogists, pathologists, anesthesicloglete and emergency room physician(s},
are not employeces or agants of but, rather are independent contractors who have besn
granted the privilege of usaing facilitiema for the treatment and care of patlients,

3. I underatand that photographs, videotapen, digital, or other images may be recorded to

“pcument and assigt in my clinical care, and/or medical education and T consent to this.
understand thatc will ratain the ownership rights to these photographs, videotapes,
igital or other imageg, but that I will be allowsd access to view them or obtain copies.

I understand that thege images will be stored in a secure manner that will protact my

privacy and that they will be kept for the time paricd required by law or outlined in SAHC's

policy. Images that identify me will be released and/or used outside the institution only

upon written authorization from me or my legal representative.

4., I undarstand that except in emergency or extraordinary circumstances, no aubstantial

procedurss {i.e, surgical procedurey, ineertion of acopes, adminiptration of blood/blood

producte) will be performed upon me or courss of treatment undertaken unless and until I,
) o ;__ __ | acting on my behalf, have the opportunity to
discuss guch procedures and/or Lreatment with the physician or other health Professional

and congent to proceeding. T know that I may refuse to consent.

2. I undergtand that medical records are Ehe property of and are maintained for the

benefit of the patient, the medical staff and - 1 have been informed about how SAHC

may ugee and diaclose protected health information about me for treatment, payment and

bealth care operations, and by my signature affixed below, to authorize guch uge and

ieclosure without regtriction. T agres to participate in the distharge planning Procous
d allow the releass of my .records and informatiion to outeids facilities a= needed.

©. Thle form has heen fully axplained to me, and I am satisfied that I understand its

content and significance.,. I furthex understand that 4 photocopy of the conaent shall be ag
valid as the original on fila. '

7. If 7 am an obstetrical patient admitted to the hoepital for delivery of a baby, theze
cocnEents apply to my infant. ' |

BE. The HealthCare Jolnt Notice of Privacy Practices was racelved on 12/0%/03

1f patisot is unable to consant or is A minoxr, complete the followling;
Patiant ig a mioor years

Fatient is unabla EE congent because

BIGNATURE OF PATIENT/LEGAL GUARDIAN oz SIGNATURE OF WITKESS | .
CLOSEST RELATIVE

SLGANATURE DATRE:




