PrimaryOne Health
2780 Airport Dr, Suite100
Columbus, OH  43219
CONSENT FOR TREATMENT

Name:___________________________
Date of Birth:_____________ MR#: _________
SSN:________________

Address: _________________________________________________________________________
Phone: _______________________
Date: ______________________
I understand that I have the right to make informed decisions about my health care treatment. I give permission for PrimaryOne Health staff, medical consultants, behavioral health, and other health consultants to provide all services necessary to diagnose, treat, and care for my needs. I know that I can ask any person providing care to me questions I have about my treatment.
We participate in one or more Health Information Exchanges. Your healthcare providers can use this electronic network to securely provide access to your health records for a better picture of your health needs. With this Authorization, you agree that we, and other healthcare providers, may allow access to your health information through the Health Information Exchange for treatment, payment or other healthcare operations. This is a voluntary agreement. You may opt-out at any time by notifying the Health Center Administrator.
I understand that information in my medical file is strictly confidential. I know that no identifiable information about me will be released without my written permission except for information necessary for my care and treatment, billing purposes, pharmaceutical manufacturer audits and/or other program audits.

I understand that PrimaryOne Health is not responsible for the loss of any personal item(s) or other valuables that I bring with me to the health center. 
I understand that I am responsible to pay for any care received outside the health center even if I may be referred by PrimaryOne Health for such care (such as X-rays, specialist care, hospitalization, etc.). 
I have read and understand this form.  I sign this form as my consent.

_________________________________________________                              __________________

Patient Name (PRINT)                                                                                            Date

_________________________________________________                              __________________

Patient/ Legal Guardian Signature





        Relationship to Patient
_________________________________________________                               __________________

Staff Signature                                    




        Date

