
 
General Consent for Care and Treatment  

 
 

TO THE PATIENT: You have the right, as a patient, to be informed about your condition and the recommended 
medical or diagnostic procedure to be used so that​ you​ may make the decision whether or not to undergo any 
suggested treatment or procedure after knowing the risks and hazards involved. This consent form is simply an 
effort to obtain your permission to perform the evaluation necessary to identify the appropriate treatment and/or 
procedure for any identified condition(s).  
 
This consent provides us with your permission to perform reasonable and necessary medical examinations, 
testing and treatment.​ If you are uncomfortable for any reason, or feel you need more information before 
proceeding, it is your responsibility to let the provider know. 
 
By signing below, you are indicating that (1) you intend that this consent is continuing in nature even after a 
specific diagnosis has been made and treatment recommended; and (2) you consent to treatment.  
 
You have the right at any time to discontinue services. You have the right to discuss the treatment plan with 
your medical provider about the purpose, potential risks and benefits of any test ordered for you. ​If you have 
any concerns regarding any test or treatment recommended by your healthcare provider, we encourage you to 
ask questions. We want all our patients to feel they are fully informed and a partner in their own care. 
 
I voluntarily request the Nurse Practitioner, Anne Vincent or other health care providers at Promise Medical, to 
perform reasonable and necessary medical examination, testing and treatment for the condition which has 
brought me to seek care at this practice. I understand that if additional testing, invasive or interventional 
procedures are recommended, I will be asked to read and sign additional consent forms prior to the test(s) or 
procedure(s). 
 
 I certify that I have read and fully understand the above statements and consent fully and voluntarily to its 
contents.  
 
Signature of Patient or Personal Representative​___________________________ ​Date:​_______________  
 
Printed Name of Patient or Personal Representative​ ____________________________________________ 
 
Relationship to Patient​ ___________________________________________________________________ 
 
Printed Name of Witness Employee____________________________________________________________ 
 
 
 
 
 
 



HIPAA PRIVACY PRACTICES NOTIFICATION 
 

How We Collect Information About You:​ Promise Medical, PLLC and its employees collect data 

through a variety of means including but not necessarily limited to letters, phone calls, emails, voice mails, 

and from the submission of applications that is either required by law or necessary to process applications 

or other requests for assistance through our organization. 

What We Do Not Do With Your Information:​ Information about your financial situation and medical 

conditions and care that you provide to us in writing, via email, on the phone (including information left on 

voice mails), contained in or attached to applications, or directly or indirectly given to us, is held in strictest 

confidence. 

We do not give out, exchange, barter, rent, sell, lend, or disseminate any information about applicants or 

clients who receive our services that is considered patient confidential, is restricted by law, or has been 

specifically restricted by a patient/client in a signed HIPAA consent form. 

How We Do Use Your Information:​ Information is only used as is reasonably necessary to process your 

application or to provide you with health or counseling services which may require communication 

between healthcare providers, medical product or service providers, pharmacies, insurance companies, 

and other providers necessary to: verify your medical information is accurate; determine the type of 

medical supplies or any health care services you need including, but not limited to; or to obtain or 

purchase any type of medical supplies, devices, medications, insurance, 

If you apply or attempt to apply to receive assistance through us and provide information with the intent or 

purpose of fraud or that results in either an actual crime of fraud for any reason including willful or 

un-willful acts of negligence whether intended or not, or in any way demonstrates or indicates attempted 

fraud, your non-medical information can be given to legal authorities including police, investigators, 

courts, and/or attorneys or other legal professionals, as well as any other information as permitted by law. 

 

I have read and understand this notification and have been given the option of a copy, either on paper or 

via email of privacy practices and policy.  

Signed _________________________________________________  Date _______________________ 


