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Third Street Family Health Services Consent for Treatment

Consent to Treatment: I authorize Third Street Family Health Services and its medical, dental, nursing and other
professional staff members, to provide such health care services and administer such diagnostic and therapeutic
procedures and treatments as, in the judgment of Third Street Family Health Services’ medical personnel, is deemed
necessary or advisable in my care. This includes all routine diagnostic tests and procedures, including diagnostic x-
rays, the administration and/or injection of pharmaceutical products and medications, and the withdrawal of blood
for laboratory examination. I understand that no guarantees have been made to me as to the results or effectiveness
of treatments or examinations performed by Third Street Family Health Services’ personnel. Behavioral Health
Services may include a mental health diagnostic assessment and psychotherapeutic treatment or referral to another
agency for treatment. Third Street Family Health Services makes sure that all staff that need licensed by the State of
Ohio have proper credentials.

Treatment Without Consent: Third Street Family Health Services has the right to treat you without consent in
three situations only; 1) Emergencies, 2) When there are communication problems and the provider believes that the
circumstances show implied consent. i.e. loss of consciousness while on Third Street Family Health Services
premises, 3) Whenever the provider is legally bound to treat the individual and we have tried to obtain consent.

Release of Information: I authorize Third Street Family Health Services to use and disclose my health information
for the following purposes: (1) to provide for, arrange or coordinate my health care treatment; (2) to enable Third
Street Family Health Services to obtain payment for the services it provides to me; and (3) to permit Third Street
Family Health Services to carry out ordinary health care and business operations such as quality assurance, service
planning and general administration. I am aware that this authorization to use and disclose information may include
information regarding:

* HIV or AIDS * Sexually transmitted diseases
* Alcohol or drug abuse  Family planning, pregnancy and abortion
* Mental illness or any mental health condition * Genetic tests or genetic disease

I am aware that Third Street Family Health Services may share information with my other medical providers for
medical treatment or with a third party for financial payment through electronic means.

Assignment of Benefits: I assign to Third Street Family Health Services all benefits to which I may be entitled from
Medicare, Medicaid, other government agencies, insurance carriers and other third parties who are financially liable
for the medical care and treatment provided by Third Street Family Health Services.

Financial Obligations: I agree, that, except as may be limited by law or Third Street Family Health Services’
agreements with third party payers, in the event of non-payment by a third party for which I have provided an
assignment of benefits, [ am obligated to pay all amounts due for services provided at Third Street Family Health
Services facilities in accordance with the rates and terms of Third Street Family Health Services in effect on the date
of service. I also agree that I am responsible for any applicable copayments, coinsurance or deductibles.

Consent Change: You have the right to request restrictions or changes to the consent on file. Third Street Family
Health Services is not required to agree with your request. Upon agreement, your request will be followed. Services
that have been provided prior to the request will not be affected, this also includes payments for those services. By
signing this form, you understand that Third Street Family Health Services may refuse treatment if this consent is
revoked. Any use or disclosure other than those for treatment, payment, and healthcare operations will be made only
with the patient’s signed agreement. You have the right to review Health Insurance Portability and Accountability
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Act (HIPAA) privacy practices before signing this form. The terms of the privacy practice may change. You may
request an updated notice from a member of our support staff services.

FTCA: Third Street Family Health Services and all its affiliates are a recipient of the Health Resources and Services
Administration (HRSA) and each of its locations are covered by the Federal Tort Claims Act (FTCA). This health
center receives HHS funding and has Federal Public Health Service (PHS) deemed status with respect to certain
health or health-related claims, including malpractice claims, for itself and its covered individuals.

Telemedicine: Telemedicine presents many benefits, such as improving access to care, promoting care
coordination, fostering patient engagement, and reducing costs. Telemedicine has been identified as a promising
solution to meet some of the needs of rural and underserved areas that lack sufficient health care services, including
specialty care, and has been shown to improve access to needed care, increase the quality of care, and reduce costs
by reducing readmissions and unnecessary emergency-department visits. Third Street Family Health Services can
interact with patients by videoconferencing in real time with live video, telephone, or HIPAA-compliant chat/text to
provide diagnoses and treatment options. By signing this form, the patient understands: 1) I understand that [ have
the right to withdraw consent at any time without affecting my right to future care, services, or program benefits to
which I would otherwise be entitled. 2) I understand that there are risks, benefits, and consequences associated with
telemedicine, including but not limited to, disruption of transmission by technology failures, interruption and/or
breaches of confidentiality by unauthorized persons, and/or limited ability to respond to emergencies. 3) I
understand that there will be no recording of any of the online sessions by either party. All information disclosed
within sessions and written records pertaining to those sessions are confidential and may not be disclosed to anyone
without written authorization, except where the disclosure is permitted and/or required by law. 4) I understand that
the privacy laws that protect the confidentiality of my protected health information (PHI) also apply to telemedicine
unless an exception to confidentiality applies (i.e. mandatory reporting of child, elder, or vulnerable adult abuse;
danger to self or others; I raise mental/emotional health as an issue in a legal proceeding).

Mandated Reporting: While your confidentiality is important to us, there are a few exceptions where staff may be
required to share your information with an outside entity without your consent. Ohio law requires certain
professionals to report abuse or evidence of abuse. These professionals may also be referred to as “mandatory
reporters.” According to the Ohio Revised Code (ORC 5101.63), the following classes of individuals are mandatory
reporters:

* Individuals authorized to practice medicine and * Individuals licensed as a social worker, independent
surgery, osteopathic medicine and surgery, or social worker, professional counselor, professional
podiatric medicine and surgery; clinical counselor, marriage and family therapist, or

* Individuals licensed as a chiropractor, dentist, independent marriage and family therapist;
psychologist, pharmacist, registered nurse, or * An employee of an outpatient health facility or a
licensed practical nurse; community mental health agency.

If you threaten to hurt yourself or someone else, a mandated reporter is bound by law to take action steps necessary
to keep people safe, which may include disclosing enough information to get you the help you need. Also, if abuse,
neglect, or exploitation is disclosed or suspected of a minor child, an elderly person, or a person with developmental
disabilities a mandated reporter is bound by law to report this information to the proper authorities.

I certify that I have read this form and that I am the patient or I am duly authorized by the patient as the
patient's representative to execute this form and accept its terms.

PATIENT/PARENT/LEGAL GUARDIAN SIGNATURE DATE

This consent has been read and explained to me (please initial)
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	patients representative to execute this form and accept its terms: 
	DATE: 


