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By signing below, I agree to the following for all care provided by this facility or by my treating professionals:

1. Treatment Authorization. If I am the patient, I consent to procedures and care, including photographs or recordings, my treating
professionals recommend for me. If I am signing for a patient who is unable to consent, I consent to procedures and care, including
photographs or recordings, the patient’s professionals recommend. If asked, I will document that I am authorized to consent for the patient.

2. Release of Medical Information. This facility and my treating professionals may use and disclose patient health information for treatment,
payment and health care operations. I authorize release of this information to government agencies (such as Medicare and Medicaid),
insurance carriers, health plans, utilization review agents, home care, assisted living, nursing homes and primary care providers.
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