APPNA National Health Care Day 

October 13, 2018
Red Crescent Clinic of Alabama 

Supported by APPNA and BIS

PATIENT CONSENT FORM

The Association of Physicians of Pakistani-Descent of North American, an Illinois not for profit corporation and federally recognized 501 c 3 tax exempt charitable organization (“APPNA”) is sponsoring and participating in free medical clinics for the uninsured in November 2014. Patients, over 6 years of age, will be examined by licensed physicians, family nurse practitioners and physician assistants who will make recommendations for care (“APPNA Volunteers”).   Information concerning health promotion, disease prevention, health maintenance, patient education and local charity clinics may also be available. 

No guarantees or promises of care, follow up-care or specialty referrals will be made.

Prior to treatment, all patients, or if the patient is a minor child (under the age of 18), their legal guardian, must read and consent to treatment by APPNA Volunteers under these terms and conditions.  
1. I acknowledge and agree that I am giving the volunteer health care provider and staff permission to examine, diagnose and if appropriate or available, provide treatment to me.

2. I understand that the APPNA Volunteer Physicians are licensed professionals in the state of ________________ and will provide care to me under the protections, limitations and possible immunities of the federal Volunteer Protection Act (42 U.S.C. 14501, et.seq.) and any applicable state law of the State of __________________ which contain limitations on the recovery of damages from the volunteer providers and organizations in exchange for receiving the health care services.


3. All information that I have and will provide to this clinic and/or the APPNA Volunteer is true and correct to the best of my knowledge.

4. I understand that my patient health information collected in my treatment at this free clinic may not be protected under the Health Information and Portability and Accountability Act [“HIPAA”]. I understand that if it is deemed necessary to obtain information concerning my prior care from other providers or to release information gathered in this current treatment, it will be necessary for me to provide specific written consent for such sharing of information.

I have read this complete page and agree to all of its contents. This authorization is valid as of ___ /___ /_____, the date I have signed below and will remain in effect until I shall cancel it in writing. 

_________________________________

___________


Name of Patient




Age if a Minor

_________________________________


Phone Number






_________________________________

___________



Signature of Patient or Parent/Guardian


Date  




_________________________________

Witness
