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Consent for Medical Treatment and Photography

I do hereby voluntarily consent to and authorize San Juan Health Partners (SJHP)/San Juan Regional Medical Center (SJRMC) to provide care encompassing all diagnostic and therapeutic treatments, including HIV testing, considered necessary or advisable in  the judgment of the attending provider or his/her designee. By signing this form, I do not waive my right to refuse recommended tests or treatments.
I understand that photographs, videotapes, digital and other images may be recorded to document my care. Examples of this may include wound management and rashes, and I consent to this. I understand that these images will be stored in a secure manner that will protect my privacy and that they will be kept for the time period required by law or outlined in SJHP/SJRMC procedures. Images that identify me will be released or used outside SJHP/SJRMC only upon written authorization from me or my legal representative.

Acknowledgement of Use and Disclosure of Protected Health Information

· I understand SJHP/SJRMC personnel and my physician create and maintain a record of the care and services provided to me.
· Information relating to my treatment, payment or health care operations may be used or disclosed in the management and delivery of care and services provided by SJHP/SJRMC
· I have received a copy of SJHP/SJRMC Notice of Privacy Practices that describes how my protected health information may be used or disclosed.
· I have received, read and understand the Patient Rights & Responsibilities
Notice of Exchange of Medical Record

SJHP/SJRMC participates in an electronic medical record exchange program and shares limited Information about you with other SJHP/SJRMC health care facilities and providers that participate in the program for purposes of the delivery of care and services to you.  This exchange includes information, such as but not limited to, your name, date of birth, and contact information.  
I have read and understand the above, and has been explained to me to my satisfaction, I accept and agree to the items contained in this Consent to Medical Treatment and Photography.
__________________________________________________

    ____________________________
Signature (Patient, Guardian or Legally Authorize Representative)
                                      Date 
   

___________________________________________________________

    

Printed Name (Patient, Guardian or Legally Authorized Representative)

       
______________________________

Date of Birth

 Relationship to Patient (if applicable):  ( Spouse  ( Parent/Guardian  ( Other: (specify) __________________________________

                ________________________________________        ____________________________________________          ______________


 SJHP/SJRMC Representative Signature  

              Printed Name




   Date

This consent will expire one year after date of signature.  You have the right to revoke this authorization at any time.

Date of Origin:  3/13/2014

