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CONSENT FOR SERVICES

Name Social Security #
First

Address:

M.I Last

SEX: Male Female

City zip Code

Home Phone: ( ) Cell: (

Work Phone: ( )

Date of Birth Age:_ Email Address:

Employer Name Employer Phone: ( )

Employer Contact Employer Address

City State: Zip Code

Optional: Iniuries Only

Date and Time of Injury: Injury Description

VOLUNTARY CONSENT FOR SERVICES AND RELEASE OF INFORMATION
I voluntarily consent to care that may involve routine diagnostic tests, procedures, and/or medical treatment as prescribed by my
physician and/or advance practice registered nurse and performed by employees of Norton Occupational Medicine. No guarantee has
been given by anyone as to the results of the care to be provided. I also consent and agree to provide breath, blood, hair and/or urine
sample(s) for the purposes oftesting for the presence ofalcohol and/or drugs. I authorize these samples to be sent out to the laboratory
for analysis if needed.

I understand and acknowledge that I may require the services of physicians or other health care providers who are not employees of
Norton Occupational Medicine, including, but not limited to, radiologists. I agree that Norton Healthcare is not responsible for and does
not assume any liability for the activities of any such physicians or practitioners who are not its employees.

I authorize any treating physician/nurse practitioner and/or Norton Occupational Medicine to disclose to my employer, potential
employer, or insurance carrier, as appropriate, any information regarding this treatment and/or related tests and services. I understand
that any refusal to submit for testing, or refusal of certain tests, may subject me to adverse consequences with the requesting party
and/or any applicable govemment agencies. I acknowledge that a copy of the Privacy Practices has been made available to me.

Date Time:

PATIBNT SIGNATURE (or check belou')
( )Parent ( )Guardian ( )LegallyAuthorizedRepresentative

Witness
Patient unable to consent because
( ) Interpreter services used during informed consent discussion - lnterprercr Name and ID #

\_



Norton Healthcare Telemedicine lnformed Consent

I understand that telemedicine is the use of electronic information and communication technologies by a health care
providerto deliver services to an individual when he/she is located at a different site than the provider; and hereby
consent to Nonon Healthcare providing health care services to me via telemedicine. The information discussed may be
used for diagnosis, therapy, follow-up and/or education.

Expected Benefits:

'lmproved access to care by enabling a patient to obtain services from providers at distant sites,
rPatient remains closer to home where local healthcare providers can maintain continuity of care.
.Reduced need to travel for the patient or other provider.

The Process:

You will be introduced to the provider and anyone else who is in the room with the provider. you may ask questions of
the provider or any telemedicine staff in the room with you, if you are unsure of what is happening. lf you are not
comfortable with seeing a provider on videoconferencing technology, you may reject the use of the technology and
schedule a traditional face-to-face encounter at any time. Safety measures have been implemented to ensure that this
videoconference is secure, and no part of the encounter will be recorded without your written consent.

Possible Risks:

There are potential risks associated with the use of telemedicine which include, but may not be limited to:
'A provider may determine that the telehealth encounter is not yielding sufficient information to make an appropriate
clinical decision.

'Technology problems may delay medical evaluation and treatment for your encounter.
'ln very rare instances, security protocols could fail, causing a breach of privacy of personal medicalinformation.

By Signing this Form, I understand the following:

L. I understand that the laws that protect privacy and confidentiality of rnedical infcirmation also apply to telemedicine,
and that no information obtained in the use of telemedicine which identifies me will be disclosed to researchers or other
entities without my consent.

2. I understand that I have the riSht to withdraw my consentto the use of telemedicine in the course of my care at any
time, without affecting my right to future care or treatment.

3' I also understand that if the provider believes I would be better served by a traditional face-to-face encounter, they
may, at any time stop the telemedicine visit and schedule a face-to-face visit.

4. I understand that I may expect the anticipated benefits from the use of telemedicine in my care, but that no results
can be guaranteed or assured.

Patient Consent to the Use of Telemedicine:
I have read and understand the informationprovided above regarding telemedicine, and all ofmv questions have been answered to nry satisfaction. Iherebv give my informed consent for the use of telemedicine in my care.

I hereby authorize Norton Healthcare to use telemedicine in the course of my diagnosis and treatment.

Signature ofPatient (or Authorized Person) Date

If AuthorizEl Signer, relationship to patient

Witness
Date



Protected Health Information (PHI)
MEDICAL & HEALTH HIS"TORY TOR}T Date

Time In Time Out

Name: Dste of Birth: _J_J_ Sex: M f

l. lniury illness, or hospitalizotion in past 5 years o Yes o No 12, Head/brain injury illness, or disorder oYes oNo
2. lligh blood pressure oYes rNo 13. Stroke., paraly'sis, or loss of consciousrress oYes cNo
i. Diabetes (controlled by dict or nredication) oYes oNo 14. Anemia (lot' blood count) oYes cNo
4. lleart disease, hean attack, or hean surgery oYes rNo 15, Cancer o Yes :: No

5. Lung clisease, asthma, or enrphysema r: Yes c No 16. Prostale or urinary tract problems cYes oNo

6. l,iver disease oYes oNo 17. Stomach ulcers or reflux diseasc cYes oNo

7. Seizures orepilepsy oYcs cNo 18. Disorder of'hearing or balance o Yes .-r No

8. Nervous or psychiatric disorder (anxiety, depression) o Yes o No 19. Injury/disorder of yotrr neck or back oYes oNo

9. Slecp apnea or other slecp disordcr oYes oNo 20. lnjuryidisorder of your joints crr extrernities oYes oNo

10. Kidney disease, dialysis uYes oNo 2 L Ckonic pain of any kind oYes oNo

I L Regular. liequent alcohol or habit-tbnning drug use o Yes o No
_:_*.'.."..'...l::

- - . II"HAVE.YQUREQENTLYORARE:
21. Fevcr or chills c ycs c No

24. Changes in vision o Yes ,r No

22. Other surgery:. hospitalization, or medical problern c Yes .i No
ffiiI:ry.t

[QU-;QUBS,SfllTIlY$XPEBIXll9!!tGr?;,r:,'..., ,', .,. .,., l.., -..-*-*
29. Changes in your skin, nails, or hair o Yes tNo
30. Frequent or severe headaches oYes oNo

25. Sinus pain, drainage, congestion oYes oNo 31. Night sweats oYes oNo

26. Chcrst pain oYes oNo 32. Unintentional/rmexplained weight loss oYes oNo

27, Shortness ofbreath o Yes i: No 33. Incrersed strcss, anxiety, or mood swings cYes nNo

28, Changes in borvel or bladder hatrils cYes cNo 34. Joint swelling or pairr cYes cNo

Please list all of your curcnt rnedications, vitanrins,
and herbal s upplements, including over-the-counter
medications:

5. Ileen for for health reasons? oYes cNo
36. Eeen d or rejected lbr se.rvice? cYes oNo

ied lbr or received disability compensation? oYes oNo

8. Ilad to asbeslos, or other hazardous materials? oYes o No

Had a prior onal illness or cYes oNo

Females Are c Yes o Ntr

l. Irenrales only': Atry other Vobstetric S/ oYes oNo

Are to an.,- nredications or dye2 (Ifyes, list helow,.\ cYes qNo

l'or ony ysr unswer, please respottd wilh correspondittg #, diognosis, wtd cuneul limitotions.

Arc thcre anydiseases that run in your family? c Yes * No f"r,xplain:

\[hcn lvas 1'our ]ast tetanus shol?

Do you smoke? o Yes o No lf "Yes", how much? Do you drink alcohol? c Yes o No If "Ycs", how much?

N'S'NOTES '.' ::

Signature of employee: re of medical examiner:


