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Consent to Treatment/Confidentiality Authorization

Date: Patient Name:

Confidentiality is very important to us at Mid-Delta. Our standard policy is not to release any of your personal
information unless you otherwise authorize below. Equally important is patient service and service to family
and loved ones. Often family members inquire about health status or wish to be involved in the patient’s
treatment. Sometimes specific conditions require that a family member or other loved one, help with your
healthcare. You may provide a release of information that clarifies and allows us to discuss your healthcare with
family or other loved ones. You may be selective in whom the information is given. By planning in advance,
misunderstanding can be prevented. Feel free to discuss this with your healthcare provider.

1. Health Information Consent: | AUTHORIZE:
Relationship:
Relationship:

to give my Physician/Healthcare provider any and all information regarding any healthcare, personal
observations and concerns and to receive any and all information from my Physician/Healthcare provider
regarding my healthcare status, treatment plans and prognosis.

2. Release of information: | authorize the clinic to release medical information to third party insurance
carriers for the purpose of filing claims, and to release or obtain medical information to/from providers
of medical care and the Health Department for the purpose of continuity of care.

3. Consent to Care: | do hereby voluntarily consent to out-patient care at the Mid-Delta Health Clinic
encompassing routine diagnostic procedures, examinations, and/or treatment by physicians, dentists,
and/or other staff of the clinic.

4. Prescription History Consent: This consent form authorizes Mid-Delta Health Clinic to obtain and review
my prescription history from pharmacies, other providers, and other third party entities such as
insurance companies.

5. Effective Period: | understand that this consent/authorize will be valid and remain in effect as long as |
attend the clinic or until | revoke this authorization.

6. The form has been fully explained to me and | have been given an opportunity to read the PATIENT BILL
OF RIGHTS and PRIVACY POLICY. | understand the contents of these three documents.

Signature of Patient or Guardian Relationship to Patient

Reason patient is unable to give consent for self:




