
er eal 
Pa ·enrs Name: _ ___________ _ Da of Birth:. _______ _ 

P01ticnt or the patienrs l~al representa ve gr~ to Itt¢ followin rms ofCiin·c encounterg: 
1. EDICAL TR AT T; 

The patent coMents to the tre tmer'lt, erviccs and proc-edures ich may include but are not l rnited to 1 bor.iltory procedure&, 
X-ray examina ·ons medical and surg c IIJ'e tm 1'1 or procedure$, or an sthes· . 

2. LEGAL RELA ONSHIP BElWEEN CLINIC 0 H AL H CARE PROVID RS; 
c P<' icnt will be trca d by his/he att ncflng physician or health care p oviders net b vndcr his cr care and superv· ·on_ 

Physicians and other health care pro clers lurr'lj$hing rviccs o cpa ·ant. including but not imited to ttte diolog· t, 
JX~thologi 01rc gc cfcllly no employe s or agents of the CJ n c. T e p ov·d rs may bill t cpa ·ant separately for r serv ces. 
Quest ons 3boU wh tJ'I 3 h¢3 h ea c provider is an agent or employee ofthe Clinic h 1.1ld be directed to Administra ·on during 
normal bus ness hours. 

3. TEACHI G PROGR 
The Cl injc partici pates in training progrnms for ph)'$re· care personnel. Some patient serv ces may be prov·de(l by 
p noon& in training under the supervision nd instruc on of phys'ci n or Clinic employees. These person& in training may also 
ob erv c rc given to e patient by physicians and Clrruc employees. 

4. L ASEO I FOR ATIO = 
e patient ac nowledges and agrees th t me<li~l O'lndlor financial ~ords {I CLUDING I FO TIO R GARDI G AI..COHOL OR 

DRUG ABUSE, HJV RELATED OR OTHE CO U ICABLE DISEAS R LA TED IN FOR 10 may be released to e following: 
A. H~:~Jihc:arc provid ~or th ir <~gent& o are pro "ding or have prov ded he lth e01rc tot cpa ·cnt. any individual or entity 

responsible for payment of Cl nlc'$ o oth r "tovidcr"s charges ; to healthcare p o "de~ or organlzat ons accrediting tflc folcirrty o 
conducting utilization review, quality assurance o pe review; nd to the ctinic·s a d p ovider's egal represen t ves and 
p ofu:.sion.al r bility carriers. 

B. lr'ldivid nd organ· o engaged in m dical education and research that nform tiOJ) may ot~ Jy b r 
medical stud"es and research thout p tlent id r'ltilying infonmJ ·o , 

C. lndividua and entities as specified by federal and s te Ia and/or n the C ir'lie· Notie<: of PriVCJcy Practice. 
D. Patient records of ~tv-ces p ovid d t~ny Bilnner fac"lity or Banner Surgicenter may be exct\ang d mor'lg tJ facil ities 

ere necessary to provide approp ate patient ea • Th' Release shall con ·nue for as long as the med caJ andlo tin nei I 
ords ar n ed d for any of the above·stated purposes. 

E. Th- i$ ~n assignment of benefits of my ·ghts and benefits under my nsul'3nee.. I vthori he rc case o any ed"caJ information 
ry to process cl i <'nd di ect payment of benefits from my insurance company. 

RAB D! 
, al~ohol, w apons, and other articles specified a-s eontr band by the Cl nco ay not be brought on o Clinic p c i$CS. Any 

ille l. ubstO'Inee wi ll be eonfi .- d and tum dover to law enfore ent authorities. 
6. PHOTOGRAP S APED HE APY SESSIO S: 

l u nd rstand and agree that a photograph m y be ken of e or idenlif'ac01tion p Jrposcs o for o ar trea en purposes. I further 
gree tha ltle py io m y b pccJ (audio a d./or v"deo taping) and that all photog phs and tape win rcfltil in the property 

of the Clinic. I i ll not ke p ctures o Banr'ler $t3 f wi hout cir pC'TTTliss·on_ 
7. CO U ICATIO : 
__ 0 ay to call my home and leave a message 
_ Ciwl l my home phone but 00 NOT leave mi3ss.ages. 
__ DO OT c II my home phone, CALL ONLY til- nvmbcr. { 

aywe leave a message onth s phone? _ _ Yes __ o 
DO OT speak to family members. 
0 y to Soerlct r my llh ir'lfo ·on by encrypted email. Email Address:. _____ _______ ,@=--------

1 authorize the folio ·ng individuals to lnqu re and receiV~ vcr 31 inform tion regarding my care. 
1. __________________________________________________________ _ 
2. ______________________________________________________________ _ 
3. _________________________________ ~~~~~~~~~---

(ACTUAL RELEASE OF E CAL RECORDS REQUIRES A SEPARA OR ) 
I have received the o ·ce of Privacy P ctices. I am the patient, the parent of a minor child, or the legal represen tlve of the patlent 
and am au oriz.cd to act on the p tient' beha lf o s· n e a rc mcnt. 

Patient I Parent of inor Child I Colfrt- Appointed Guardian 
Patient-Appo"nted Agent / Statutory Surrogate 

P c sc circle t c eorreet till 

WI ~ss: 

TLme: 


