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CONSENT TO TREATMENT 

I consent to treatment by the practice for a wellness visit, evaluation and/or treatment of an injury or 

illness or to address another medical concern.  

I authorize the practice, its health care practitioners and personnel, including members of its medical 

staff, and others involved in my care, to examine me and to perform any tests, procedures and 

treatments that in their judgment may be helpful to care for me or to treat my injury or illness or 

facilitate my preventive care.  

I understand that this consent includes authorization to review any prescription history. 

I understand that the health care professionals responsible for this care will explain any proposed 

procedures or treatments, including their usual and most frequent risks and hazards. I also understand 

that I have the right to refuse any proposed procedure or treatment.  

I understand that during my care, I may be examined and treated by physicians and other personnel as 

part of their supervised training. I understand that I may opt-out of their participation in certain 

instances at the time of my visit. 

I understand that information concerning my diagnosis and treatment will be available to other health 

care professionals and facilities involved in my ongoing care or treatment including through electronic 

health information exchange networks. I understand that if I wish to opt-out of Health Information 

Exchange (HIE) I must notify my health care Provider. 

I understand that I may complete an Advance Directive. An Advance Directive allows me to direct the 

type of care that I will receive if I become unable to decide for myself. It also allows me to choose 

someone to make those decisions for me. 

I understand that photographs, videos, and audio or digital recordings may be made for identification 

purposes, or to document my medical condition or care. I further understand the use of personal 

electronic devices by patients and/or visitors for the purpose of taking and transmitting photographs, 

video or audio recordings, of patients, medical staff members, or employees is prohibited. I understand 

that security cameras are in place in certain public areas of Brown Medicine facilities.  

I understand that this authorization will remain valid until revoked to the extent possible by me or my 

legal representative verbally or in writing to Brown Medicine. Revocation of authorization cannot be 

applied retroactively.  

 

Print Patient Name   Date of Birth  

Patient Signature  Date Signed 

Print Name of Personal Representative      Print Name of Interpreter   


