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ntle Birth Care, Inc.
en’s Health Care & Homebirth Midwifery

I!drfh bivd., /te 208, Oak Park, IL 60301
88.1004 = fax 708.488.1009

CONSENT FOR TREATMENT, PAYMENT AND HEALTHCARE OPERATIONS

I consent to have Gentle Birth Care, Inc. Certified Nurse Midwives and staff examine me, perform tests

and procedures as they feel in their judgment are reasonable and necessary in the diagnosis and treatment of
my case. No test or procedure will be performed without informed consent and prior approval by me. 1
acknowledge that no guarantees will be made to me as to the result of treatments and examinations done.

[ assign to Gentle Birth Care. the medical and/or surgical benefits to which my dependents or [ are entitled
under my health insurance plan. I also agree if any insurance benefits due to my dependents or me is
insufficient to cover the professional fees of our care, that I will be responsible for the payment of the
difference, including any deductibles and co-payments. If insurance coverage is insufficient, denied, or
otherwise unavailable, T agree to pay for all the charges not covered by the insurance or third party

payor(s).

I consent to the use or disclosure of my protected health information by Gentle Birth Care for the purpose
of diagnosing or providing treatment to me, obtaining payment for my health care bills, or to conduct health
care operations of Gentle Birth Care.

I understand 1 have the right to request a restriction as to how my protected health information is used or
disclosed. Gentle Birth Care is not required to agree to my requested restrictions, however, if Gentle Birth
Care agrees, then the restriction is binding on Gentle Birth Care, Inc.

Lunderstand I have the right to revoke this consent, in writing, at any time, except to the extent that Gentle
Birth Care has taken action in reliance of this consent.

L understand 1 have the right to review Gentle Birth Care's Notice of Privacy Practices prior to my signing
this document. The Notice of Privacy Practices describes the types and uses and disclosures of my
protected health information that will occur in my treatment, payment of bills, or in the performance of
health care operations of Gentle Birth Care. The Notice of Privacy Practices also describes my rights and
Gentle Birth Care’s duties with respect to my protected health information.

Gentle Birth Cares reserves the right 7o change anytime the privacy practices that are described in the
Notice of Privacy Practices. I may obtain a revised notice of privacy practices by calling the office and
requesting a revised copy be sent in the mail or asking for one at the time of my next appointment.

With this consent, Gentle Birth Care may call my home or other alternative location and leave a message on
voice mail or in person in reference to any items that assist the practice in carrying out treatment, payment
or healthcare operations, such as appointment reminders, insurance items, and any calls pertaining to my
clinical care.
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ri’'s Health Care & Homebirth Midwifery
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88.1004 fax 708.488.1009

CONSENT FOR TREATMENT, PAYMENT, AND HEALTHCARE OPERATIONS

With this consent, Gentle Birth Care may e-mail or mail to my home or other alternative location any items
that assist the practice in carrying out treatment, payment or healthcare operations, such as appointment
reminder cards, patient statements, any health promotions for disease management, preventive care, and
wellness programs pertaining to my clinical care as long as they are addressed personally to me.

Please identify by name any family members, a relative, or any other person we may disclose your
protected health information who might directly be involved in your health care.

Name Relationship Phone Number

Name Relationship Phone Number

Print Name of Patient or Personal Representative

Signature of Patient or Personal Representative Date

Description of Personal Representative’s Authority

Joint Acknowledgement of Receipt of Gentle Birth Care, Inc.
Notice of Privacy Practices

I'acknowledge that T received Gentle Birth Care Notice of Privacy Policies. I understand that the Notice
describes the uses and disclosures of my protected health information by Gentle Birth Care and informs me
of my rights with respect to my protected health information. For more information, please contact Hillary
Kieser, privacy officer, (708-228-6065).

Print Name of Patient or Personal Representative

Signature of Patient or Personal Representative Date




