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CONSENT fUR:TREATIYll:NT, PAYMENl AND: H~.A~TH 
CARE_ OP_E~TIONS, 1N.CLUDING~_ADl'J(ISSI.ON:-AND 

MEDJCAL TR~ATMijNTAUTffQRJZATION 
Tbls form i:ann_tit lie modlfied,.4DY bandwrl~n changes I~ !his orm sh~I! nol ba legally blndlri~ or enforceable. · 

GENERAL CONSENT; 'AU1HD~IZATION, PATIENT RIGHTS AND·RESPDNSIBILITIES, PATIENT CONTACT . . .. 
!:authorize Atlantic Health·System.(whlch Includes CentraState; Chilton, Hackettstown,.Morrlstown, Newton.!!tld Overlook Medical Centers, coUecuvety referrad to as "Hospitpl~). Atlantic 
Me~)Qal Gi:oup C"N\4~"}. AlfanUc Afflllates,'t{9spita1 ~taff, AMf? ~,lfandlhe physlclan(s)partlcipatln9 mmy~ni to runder'hospllal.an~ m~dl~I ~.forr11y-cpridl~on, which may include 
routine dlagnosilc procedures and such !Jlljer medical treatment a~ may be·deemed advisable bY the physlcliln(s) participating In.my ~are._This may or.may noHncl~~e al(mlsslon to the 
Hospltal, 1 acknoV118dgetha1 no_gual)lntees have.been made to me aboutlhe outcome ofmy 11)8dlcal care a_nd treatment. I undefSlalld IUld l!dinllV!le~ge \~t t!te maJgrit}I_Ofth~ physic!~ 
at the Hospital ara memb_~rs of the V~luntary Medical. staff and are not employees, or agents of f!le H_os11l!al, but are either ipdQll~nd~nl c~nttaotora ~r-lr\del)Bll~enl ~raclitlo.1~ers _who 
ijiive been granted the pnvllege of usmg the Hospltill's faclllUes tor the care an~ treatment Dftlielrpatlents.Jhls,lncludes, blJtls not Um11edto,-Emerg~ncy Department physlcrans, 
anesthesiologists, cardlologlsls, neonatologlsts, obstetricians, pathologists; radloloQlsis, Sl!rgeons, the on _oall physlclan;telehealth provlders,_and other ponsidtants who "!3Yl~eat me. 
I understand that telehealtll involves the use of lnformauon-aml communications technologles, lncludlng telephones, rumote patient monitoring devlces,.or other elecl!J?mc_means, to 
supportcllnlcal health tarl', provider oonwltallon, patient and prpfesslcihal health-related educa~on, public health, health adminjstratlon, and other services. l:i;onsentto treatment and 
care by Hospllal amnates and by their physicians and health care providers, Including those who are located at sites.olherlhan the one atwhlch I am_p~~tand who provide treatment ~nd 
ciire through telehealt". I understand thal physicians In tralnlilg; medical and nursing students, arid paramedical parsnnnel may observe and participate In my care under the supervls,on 
of the Hosplta! or AMG ~ff and my physleian(s) •. I authorize th~ Hospital to arrange for the dlsposltlon ofaUspe<;lmens and tlss_ues. These consents and 81/lhorizationsshall ats_ o apply 
to the adnilsslon ~nd ~Qdlcal trealmenl o1 ~·newli_om Infant whols deliverud by me during my hospltallza1Ion. I-understand thal it may be necesS!lfY for my heall~tai:e provlder(s) to take 
photographs, ll!nis;·recordlngs ~d/or oilier Ilks unages amHhat th8 presence ol a vendor representative may be required !or medical, educational and/or continuity of care purposes. 

□ I hemby ilckno\Vledge n=telpt of a Slate_ment of PatJent Rlghis.and Responslbllllles. I und~rstand that prof8$Slomil personnel ani available to eiqilain the Statement upon 
r9quesL 

The Hospital maintains a current 11st of patients and their locaUonln !he hospital □ I hereby permlt'my location to Ila provided lo trlends, famliy anll/orvlsllors. 

I authorize Hospllal, AMG and Atlantlo Affiliates, all cUnlcal providers who have provided care to me, and their i!Ulhorized agents, Including bul not limlted to any billing services, 
collection agencies, attorneys or other agents who may work on their behall, to contact me via electronic man, text and/or tel,ephone on my cell phone and/or home phoila uslilg 
automaUc telephone dlallng systems .or other computer assisted techrlology. DI hereby authorllu such eontacl al this time. 

FINANCIAL ARRANGEMENTS 
I understand the Hospital charges do not Include the fee~ of my treating phYslclan or the tees for services provided by other Volulita,y.Medlcal Staff who may treat me . .l understand that 
I am llnancla_ llY responsible for the payment o1 my physician fees aild my hospital lilll: these lees. may not be covered by my _insurance plan, I authorize payment_ of medical insurance 
.bansllts (Including managed care, Medicare ~d Medicaid, when applicable) directly to the Hospital and/or.any physlclan(s) partlci'pating In my care_. I understand that some Insurance 
and managed care entitles require pre-approval of certain hospltlillzlltlons, P.rocedures and surgeries, arid It may be my responsibiUtyto obtalnappropflate pr9·approvals. !f I am receiving 
hospital billed services, a copy of "An Important Message from Medicare' or ~An Important Message from lRIOARE", as aprllcable, and "Notice of Chanty Care and Reduced Char11e 
Charity Care'' have been made available to me. I understand my rights as oulllned in the document(s} I have received, A deposl may be requested. If I am a Medicaid beneflclary,.I certify 
that· I am receiving the services covered by this consent and I request that payment forthese servfces be made. Not applicable lo Emergency Departmanl Treatment Authorization, 

PROTECTED HEALTA INFORMATION 
I have received a copy of the Notice of Prlwcy Practices for _Protected Health lnformauon (the "Notice"). The Notice. provides a complBte description of th_e uses and 
disclosures ol my Personal Protected Healtn lnfonnallon ("PHI"). I have bad an· opportunity to review this information before signing tlils form. I consent to the Hospital, 
Atlantic Affllat\15, AMG .and/or any physlclan(s) participating• In my care releasing my PHI (either In writing or verbally.) In order lo carry out treatment, payment, or health !:!Ire 
operations. This Includes any medical Information (Including drug and alcohol abuse treatment Information, psychiatric treatment Information, and HIV related lnformalion 
Including HIV testing resqlts (If applicable), which may be needed to procsss claims for medical Insurance (or managed care) boneHts relative to. this hospltallzatlon _(Including 
precertificatlon or verfficalloil, II necessary), or which may be needed to ·conduct conUnued care planning, which may Include release of my PHI to home healthcare agencies. 

AUTHORIZATION TD DRAW BLOOD 
In the event thal any Individual partlclpaUng in my care Is accidentally exposed to m~ blood or bodily ·nulds, I authorize the Hospttal to draw my blood and test It ror the 
presence of blood 'borne pathogens such as the Human Immunodeficiency Virus ("HIV'), I understand_ that If such testing ls necessary the Hospital or my physician will make 
all .reasonable efforts to notify me; I consent to Iha confldentlai disclosure of !he t~st results to Iha authorized medical provider treatfng the person who llas been exposed to 
my blood or bodily fluids, so that appropriale treatment determinations may be made. I understand that I do not have to agree to testing and/or disclosure ·of my test results, 

_ By lnltiallng here I agree to be tested far blood bornu palhogans such as lhe Human lmmunadeflcleney Virus (•mit"} and I consent to fhe disclosure of my blood test 
results. , 

VALUABLES 
I understan~ tbat. the Hospital recommends- all personal" belongings and valuables be sent home with a family member or friend. I assume all risk for loss or damage 
to any personal belongings retained by m11: The Hospital will not replace or reimburse me for any personal belongings which are lost, broken or stolen during· my admission. 

OUTPATIENT SERVICES IN HOSPITAL SETTING 
I understand thall am having care, tusllng, procadura(s) or treatment that is consldared an outpatient procedure In ii hospital satUng. As such, tharo may be different 
requirements for deductlbtss and/or copays than-for a physician amce visit. I understand that.It Is my respansibllily to fully lllidurstand tlie requirements of my Insurance 
company_or manag11d care entltyaad than am respanslbls lorpBYf11Bnl al any capaym1111ts, dedueliblBS, and chargr,s as required. If lhe services rundered quality•ma for 
rer:urrlng status, my signature on this consent shall be valid far care renderaii throughout this period. 

_ (lnltfal} I understand that thers w/ll be two r:om;,onentr ta tny bill: the professional sarvlces provided by my physician and the lasts and/or procedures conducted by lhe 
Hospital. 1: 

=------ (am) (pm) 
SIGNATURE OF PATIENT OR.PERSON SIGNING I CONSENTING ON BEHALF OF PATil;NT Dale 1lme 
111 am signing/ consenUng on behalf of the paUent, I recognize that signing /.consenUng on behalf of tile patlenl is not an ac~ptance of financlal responsibillty which I would not otherwise have 
tor Iha services rendered. 

PRINTED NAME OF PERSON SIGNING/CONSENTING.ON BEHALF OF PATIENT 

For verbal consents, pnntruu name of employee witness: _________ ~-------

Forvs(bal consen1s, print run ~me of employee witness: ________________ _ 

PATIENT UNABLE.TO SIGN BECAUSE: 
AH10324JV (09!<2) 

Relationship 

Oats 

______ (am) (pm) 
Time 

------ (am) (pm} 
Time 


