Medical Consent Form for Adults

Patient information

Full name: Date of birth:
Phone number: Email:
Address:

Emergency contact

Full name:

Relationship to patient:

Phone number:

Consent form

[Patient’s full name]  hereby give my informed consent for medical treatment and procedures

to be administered by the healthcare professionals at [Name of medical practice/organization]

| understand and acknowledge the following:

1

. Nature of consent: | understand that by signing this form, | am authorizing

[Name of medical practice/organization]  and its healthcare providers to provide medical

treatment, conduct diagnostic tests, and perform necessary procedures to diagnose and treat my
medical condition.

. Nature of treatment: | acknowledge that _ [Name of medical practice/organization] may employ

a variety of medical treatments, including but not limited to examinations, diagnostic tests,
medical procedures, surgeries, administration of medication, and the use of medical devices. |
understand that alternative treatments, risks, and potential complications will be discussed with
me before any procedures are performed.

. Risks and benefits: | understand that all medical treatments and procedures carry certain risks

and potential benefits. While _ [Name of medical practice/organization]  will take necessary
precautions to minimize risks, | acknowledge that no guarantees or assurances can be made
regarding the outcome of any treatment or procedure.

. Privacy and confidentiality: | acknowledge that _ [Name of medical practice/organization] is

committed to protecting the privacy and confidentiality of my personal health information in
accordance with applicable laws and regulations. | authorize the collection, use, and disclosure of
my health information for the purposes of treatment, payment, and healthcare operations.

. Financial responsibility: | understand that | am financially responsible for all medical services

rendered by _ [Name of medical practice/organization] . | agree to pay all charges for services
not covered by my insurance, including deductibles, co-pays, and any outstanding balances.

. Right to refuse or withdraw consent: | can refuse or withdraw my consent for medical

treatment at any time. | understand that this decision may have consequences and that | should
discuss any concerns or questions with my healthcare provider.

. Communication and follow-up: | understand the importance of open and honest

communication with my healthcare provider. | agree to provide accurate and complete
information about my medical history, current medications, allergies, and other relevant details. |
understand | should follow any post-treatment instructions and attend follow-up appointments as
recommended.



8. Authorization for medical decision-making: | authorize [Name of medical practice/organization]

and its healthcare providers to make necessary medical decisions on my behalf if | cannot do so,
based on their professional judgment and in accordance with applicable laws and regulations.

9. Agreement and consent: | have read and understood the contents of this Medical Consent

Form, and | voluntarily consent to receive medical treatment and procedures from
[Name of medical practice/organization]

Signature
Patient’s signature:
Date:

Witness’ signature:

Date:
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