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Consent for Treatment
By signing this form, I consent to and authorize the provider(s) at Open Cities Health Center, Inc (OCHC) to treat me/my dependent. I understand this could include lab tests, x-rays, immunizations, medication prescriptions and/or administration, education, other diagnostic tests, routine dilating eye drops, or behavioral health interventions. I understand that the provider is available to explain the treatment, and I have the right to refuse treatment. Permission will be given to all parties (you or the provider) if recording of any sessions takes place. 

*To whom it applies: Minnesota law allows minors to seek medical treatment under certain circumstances without parental consent. This includes emergency mental health care, pregnancy testing and counseling, contraceptive exams and prescriptions, and sexually transmitted infection diagnosis, treatment, and education.* 

Consent for the use and disclosure of Health Information
Medical, dental, optical and/or behavioral health information acquired during my examination and treatment may be released to my insurers as necessary for determination and payment of benefits; used for utilization review and professional standards review; and to organizations, companies, and community resources that assist me with my healthcare needs.

Notification of Privacy
OCHC complies with the Health Insurance Portability and Accountability Act of 1996 (HIPAA). My protected health information includes my demographic information, collected from me and created or received by my physician, another health care provider, a health plan, my employer, or a health care clearinghouse. This protected health information relates to my past, present, or future physical or mental health conditions and identifies me, or there is a responsible basis to believe the information may identify me.

Third Party Applications
I consent to my provider’s use of a voice-enabled service that automatically documents patient encounters into the medical record. This means my visit may be recorded, which will allow my provider to spend more time on my healthcare needs. Information is securely handled by the third-party vendor following privacy and security protocols. If I choose not to participate in the above services, I can inform my provider. 

Health Information Exchange (HIE)
OCHC endorses, supports, and participates in the Electronic Health Information Exchange (HIE) to improve the quality of your health and healthcare experience. HIE provides us with a way to securely and efficiently share patient’s clinical information electronically with other physicians and health care providers that participate in the HIE network. 

Limits of Confidentiality
We are permitted or required, under specific circumstances, to use or disclose protected health information without your written authorization including but not limited to being a danger to yourself or others, court order/subpoena, child abuse/neglect, and elder or vulnerable adult abuse/neglect.

Patient Financial Responsibility
I understand that the patient or legal guardian is responsible for all payments related to treatment and care. Patients are required to provide accurate and up-to-date insurance information at each visit. Patients are responsible for payment of all co-payments, coinsurance, deductibles, and any services or procedures not covered by their insurance plan; co-payments are due at the time of the visit, and all other outstanding balances are due within 30 days of receipt of the billing statement. Patients may incur and are responsible for additional charges if applicable.
*If you are uninsured, we offer other options for paying for the services you receive including sliding scale fees for those who qualify; payment plans; and MNSure Navigators on-site to assist with applying for health insurance. *
[bookmark: _Hlk179990680]My signature below indicates that I understand and accept the contents of this form and have been offered a copy of the Open Cities Health Center Notice of Privacy Practices. I understand that I may revoke this consent in writing; however, my revocation will not apply to information already used or released in reliance on this consent. I also understand that by refusing to sign this consent or revoking this consent, this organization may not be able to provide services to me.

Patient/Guardian Signature_________________________________________________________ Date______________________
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