SCCHC Medical Record #

South Cove Community Health Center

Patient Consent for Purposes of Treatment, Payment, & Healthcare Operations

Patient Name Date of Birth

I, the undersigned, being either the patient or the patient’s legally authorized representative, do hereby:

GENERAL CONSENT FOR TREATMENT
» Give consent to and authorize the staff of South Cove Community Health Center (SCCHC) and its
affiliated providers, contractors, and vendors (i.e. laboratories, hospitals) to provide medical, dental or
behavioral health treatment and/or evaluation, including but not limited to laboratory testing, imaging
examinations, and general procedures.
» Understand that this consent will be in effect for today and all future treatment/evaluation at SCCHC.
» Understand that separate consents will be requested for certain special procedures.

ASSIGNMENT OF BENEFITS

. Give consent and authorize payment directly to SCCHC for services rendered at the facility and/or for
services rendered off-site by SCCHC and its affiliated providers, contractors, and vendors for care and
treatment. Any services for which assignments are accepted but are not covered under my insurance
policy are acknowledged as being my full and complete financial responsibility.

USE AND DISCLOSURE OF MY PROTECTED HEALTH INFORMATION

» Give consent to use and disclose my protected health information by SCCHC and its affiliated providers,
contractors, and vendors for the purpose of providing care and treatment to me, obtaining payment for
services provided to me and conducting health care operations.

» Give consent and authorize SCCHC and its affiliated providers, contractors, and vendors to view my
external prescription history up to several years via RxHub services or other means.

» Understand that | have the right to request restrictions as to how my protected health information is used
or disclosed to carry out treatment, payment, or our health care operations. SCCHC is not required to
agree to the restrictions that | may request, but if it does, it is bound by its agreement.

ADDITIONAL INFORMATION
| have received a copy of the
+  South Cove Community Health Center’s Patient Rights and Responsibilities
»  South Cove Community Health Center’s Notice of Privacy Practices
| understand that it is my responsibility to read the information, and ask any questions that | may have.

| understand that | have the right to revoke this consent, in writing, at any time, except to the extent that South
Cove Community Health Center has taken action in reliance on this Consent.

Signature Of Patient or Personal Representative Print Name of Signer Today’s Date

Relationship Of Personal Representative To Patient | If Signed By Other Than Patient, State Reason, Attach Documentation
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