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BENNEPIN CfOPUNTY . Consent for Treatment and Consent for Use and
epartment of Primary Care . .
1313 Penn Avenue North Disclosure of Protected Health Information for Purposes

" Minneapolis, MN 55411 of Treatment, Payment, and Health Care Operations
(612) 302-4600

[ Consent for Treatment

| understand that except in emergency or other limited circumstances | have the right to have the risks
and benefits of treatment explained to me. | understand that | have the right to refuse treatment after
being informed of the risks and benefits of treatment. With those understandings, | consent to
treatment of myself (or, where required, of , a minor).

Signature of Patient (or, as appropriate, of Personal Representative or Parent/Guardian)

Date

1. Consent for Use and Disclosure of Protected Health Information

NorthPoint Health & Wellness Center (NHWC) is committed to providing quality comprehensive health
care. To maintain this standard of excellence, prompt and full payment is required for services

rendered. As a patient of NHWC, | understand that | have a responsibility to assist NHWC in meeting
this goal and | accept the following terms and conditions. :

I Agree to provide NHWC with evidence of current health coverage before my first clinic visit. If |
have no current coverage, | agree to apply for Medical Assistance and/or MN Care if there is any
possibility of eligibility.

In the event that insurance coverage is declined, | agree to pay in full any and all charges for
Medical/Dental services rendered by NHWC.

| understand that if full payment presents a financial difficulty, NHWC will consider my eligibility for the
sliding fee program.

| will be responsible for payment of all co-insurance, deductibles and all services not covered by third
party payer.

I Consent to the use or disclosure of my protected health information by NHWC for the purpose of
diagnosing or providing treatment to me, obtaining payment for my health care bills or to conduct the
health care operations of NHWC. | understand that diagnosis or treatment of me by NHWC may be
conditioned upon my consent, as evidenced by my signature on this document.

| understand | have the right to request a restriction as to how my protected health information is used
or disclosed to carry out treatment, payment or healthcare operations of the practice. NHWC is not
required to agree to the restrictions that | may request. However, if NHWC agrees to a restriction that
| request, the restriction is binding on NHWC.

| have the right to revoke this consent, in writing, at any time, except to the extent that NHWC has
taken action in reliance on this consent.

My “protected health information” means health information, including my demographic information,
collected from me and created or received by my physician, other health care provider, a health plan,
my employer or a health care clearinghouse. This protected health information relates to my past,




[image: image2.png]present or future physical or mental health or condition and identifies me, or there is a reasonable
basis to believe the information may identify me.

| permit a copy of this authorization to be used in the place of the original and request payment of
insurance benefits including payment of Major Medical insurance benefits directly to NHWC.

Print Patients Name:

Patient DOB: Male or Femaie S_SN:
Address: Phone #:

City/State/Zip Code:
Parent or Guardian Name if patient is a minor:

Birthdate: SSN:

Race of patient:
Black or African American Asian or other Pacific Islander White
Hispanic or Latino American Indian or Alaska Native
Other (please specify):

What language do you speak at home:

Hmong Spanish African Languages Other Asian
Other (please specify):

Interpreter: YES NO Language

Emergency Contact: Name:

Relationship: Phone #:

Insurance Company: Effective Date:

Group #: Certificate |1D #:

Employer:

Address: Zip Code: Phone #:

| have reviewed the Notice of Privacy Practice for Protected Health Information and offered a copy of
the notice. '

Signature of Patient, Personal Representative or Parent/Guardian Date

Print Name of Patient, Personal Representative or Parent/Guardian

Description of Personal Representative’s Authority Date
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