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 MLK, Jr. Family Clinic             









Consent for Treatment of an Adult

Name of Patient: ____________________________ Date of Birth: ____/____/____

Name of person giving consent is different from Patient:  

[Print Name]: _________________________________ 

Relationship to Patient:  □ Self  □ Parent  □ Guardian  □ Other: __________________


I hereby and voluntarily consent to authorize the Center’s healthcare providers, including its physicians, midlevel providers (Physician Assistants, Advance Practice Nurses) and dentists at their service locations to provide health care services to me.  The health care services may include, without limitation, routine physical and mental assessment, diagnostic and monitoring tests and procedures, examinations and medical and/or dental treatment,  routine laboratory procedures and tests (such as blood, urine and other studies), x-rays and other imaging studies, heart tracing (EKG), administration of medications, as well as procedures and treatment prescribed by the Center’s medical and/or dental Staff.  The health care services also may include counseling necessary to receive appropriate services including family planning (as defined by federal laws and regulations). 


I understand that I will be asked to sign a separate informed consent for each vaccine to be administered to me and that I will receive a “Vaccine Information Statement” (VIS) prior to receiving each vaccine.  I understand that there is a separate consent form that I may be asked to sign to be tested for infectious conditions.


I understand that there are no guarantees being made to me concerning the results of the treatment provided or the effectiveness of any birth control methods prescribed for me.


 I understand that this consent is valid and remains in effect as long as I am a patient of the Center. 

Consent Provisions

My signature on this form indicates that:  (1) I acknowledge that the informed consent for medical treatment and/or procedures (“Treatment”) at the Center has been adequately explained to me by the Center’s Physician, Physician Assistant, or other qualified Healthcare Provider; (2) I have received all of the information that I desire concerning the Treatment; (3) I have had the opportunity to obtain answers to my questions concerning the nature of the Treatment, its expected benefits, potential discomforts/side effects/risks, and any and all alternatives (and their risks and benefits), and the consequences of not receiving Treatment; (4) I understand that as with all medical treatment, there is a possibility that complications other than those described to me or in this form may occur, and that no guarantee is made regarding the outcome of my Treatment; (5) I realize that although every effort will be made to keep all risks and side effects to a minimum; risks, side effects, and complications can be unpredictable both in nature and severity; (6) I understand that “Midlevel Providers” (Physician Assistants, Advance Practice Nurses) will be involved in my Treatment and I consent thereto; (7) I have carefully read and understand the information presented to me and in this informed consent form; (8) I hereby voluntarily give my consent to Treatment at the Center; (9) I understand that I may be asked to sign a separate informed consent form for certain Treatment(s) that require a separate informed consent form; and (10) I acknowledge that I have been fully informed of my right to receive a copy of this signed and dated informed consent form.

By: 












[Signature of Patient/Legal Representative]

Print Name: 











Date/Time: 









 A.M./P.M.

If signed by other than Patient, indicate relationship:  





 

By: 














[Signature of Witness]


Print Name of Witness: 









Date/Time: 









 A.M./P.M.

Translator to complete when applicable:  

I have accurately and completely read the foregoing document to:  



 














[Insert the Patient’s or Patient’s Legal Representative’s name]

in 






, the Patient’s or Patient’s Legal Representative’s primary language.  S/He understood all of the terms and conditions and acknowledged his/her agreement and consent thereto by signing the document in my presence.

Translated By: 













[Signature of Translator]

Print Name of Translator: 









Date/Time: 









 A.M./P.M.

Consent for Treatment on Behalf of a Minor

Name of Minor Patient: _______________________ Date of Birth: _____/____/___


I am authorized to consent on behalf of the above minor as I am the minor’s 

□ parent or □___________________________________________.



[State relationship to minor that grants authority]


I ______________________________________________ [Print the name of parent or legally authorized person] hereby and voluntarily consent to authorize the Center’s healthcare providers, including its physicians, mid-level providers (Physician Assistants, Advance Practice Nurses) and dentists at their service locations to provide health care services to the above minor.  The health care services may include, without limitation, routine physical and mental assessment, diagnostic and monitoring tests and procedures, examinations and medical and/or dental treatment.  The health care services may include, but are not limited to, routine laboratory procedures and tests (such as blood, urine and other studies), x-rays and other imaging studies, heart tracing (EKG), administration of medications, as well as procedures and treatment prescribed by the Center’s medical and/or dental staff.  The health care services also may include counseling necessary to receive appropriate services.  I understand that family planning services for minors funded by Title V and Title XX require a separate parental consent form.  
□ I hereby delegate authority to consent to treatment for the above minor to:  

[Print Name]:
 _____________________ for the period of ___/___/___ through ____/____/___ .

Consent Provisions

My signature on this form indicates that:  (1) I acknowledge that the informed consent for medical treatment and/or procedures (“Treatment”) at the Center has been adequately explained to me by the Center’s Physician, Physician Assistant, or other qualified Healthcare Provider; (2) I have received all of the information that I desire concerning the Treatment; (3) I have had the opportunity to obtain answers to my questions concerning the nature of the Treatment, its expected benefits, potential discomforts/side effects/risks, and any and all alternatives (and their risks and benefits), and the consequences of not receiving Treatment; (4) I understand that as with all medical treatment, there is a possibility that complications other than those described to me or in this form may occur, and that no guarantee is made regarding the outcome of the Treatment; (5) I realize that although every effort will be made to keep all risks and side effects to a minimum; risks, side effects, and complications can be unpredictable both in nature and severity; (6) I understand that “Midlevel Providers” (Physician Assistants, Advance Practice Nurses) will be involved in the Treatment and I consent thereto; (7) I have carefully read and understand the information presented to me and in this informed consent form; (8) I hereby voluntarily give my consent to Treatment of the above minor at the Center; (9) I understand that I may be asked to sign a separate informed consent form for certain Treatment(s) that require a separate informed consent form; and (10) I acknowledge that I have been fully informed of my right to receive a copy of this signed and dated informed consent form.

By: 












[Signature of Patient/Legal Representative]


Print Name: 











Date/Time: 









 A.M./P.M.

If signed by other than Patient, indicate relationship:  





 

By: 














[Signature of Witness]


Print Name of Witness: 









Date/Time: 









 A.M./P.M.

Translator to complete when applicable:  

I have accurately and completely read the foregoing document to:  



 














[Insert the Patient’s or Patient’s Legal Representative’s name]

in 






, the Patient’s or Patient’s Legal Representative’s primary language.  S/He understood all of the terms and conditions and acknowledged his/her agreement and consent thereto by signing the document in my presence.

Translated By: 













[Signature of Translator]

Print Name of Translator: 









Date/Time: 









 A.M./P.M.

Consent for Treatment by a Minor

Name of Patient: ____________________________ Date of Birth: _____/____/___

I am qualified to give consent for my treatment based on the following:  

□ I am on active duty with the United States Armed Services

□ I am sixteen (16) years of age or older, residing separately and apart from my parents, managing conservator, or guardian, and managing my own financial affairs

□ I am unmarried and pregnant 

□ I am unmarried and have custody of my child and give consent for my child’s medical care


I hereby consent to the diagnosis and treatment of any infectious, contagious or communicable disease that is required to be reported.


I hereby consent to the examination and treatment for drug or chemical addiction, drug or chemical dependency or any other condition directly related to drug or chemical use.


I consent to counseling by a physician, counselor or social worker for sexual, physical, or emotional abuse, suicide prevention, or chemical addiction or dependency.


I hereby (check one or other) □ do  □ do not consent to my physician or midlevel provider advising my parent(s), managing conservator, or legal guardian concerning the treatment given to or needed by me.   My parent/managing conservator/legal guardian name(s) are: ________________________________________________________.


I hereby and voluntarily consent to authorize the Center’s healthcare providers, including its physicians, midlevel providers (Physician Assistants, Advance Practice Nurses) and dentists at their service locations to provide health care services to me.  The health care services may include, without limitation, routine physical and mental assessment, diagnostic and monitoring tests and procedures, examinations and medical and/or dental treatment,  routine laboratory procedures and tests (such as blood, urine and other studies), x-rays and other imaging studies, heart tracing (EKG), administration of medications, as well as procedures and treatment prescribed by the Center’s medical and/or dental Staff.  


I understand that I must have separate parental consent to receive family planning services if my services are funded by Title V.  The health care services may also include counseling necessary to receive appropriate services including family planning as defined by federal laws and regulations.  I understand that there are no guarantees being made to me concerning the results of the treatment provided or the effectiveness of any birth control methods prescribed for me.


I understand that I will be asked to sign a separate informed consent for each vaccine to be administered to me and that I will receive a Vaccine Information Statement (“VIS”) prior to receiving each vaccine.  I understand that there is a separate consent form that I may be asked to sign to be tested for infectious conditions.


I understand that there are no guarantees being made to me concerning the results of the treatment provided or the effectiveness of any birth control methods prescribed for me.


I understand that this consent is valid and remains in effect as long as I am a patient of the Center. 

Consent Provisions

My signature on this form indicates that:  (1) I acknowledge that the informed consent for medical treatment and/or procedures (“Treatment”) at the Center has been adequately explained to me by the Center’s Physician, Physician Assistant, or other qualified Healthcare Provider; (2) I have received all of the information that I desire concerning the Treatment; (3) I have had the opportunity to obtain answers to my questions concerning the nature of the Treatment, its expected benefits, potential discomforts/side effects/risks, and any and all alternatives (and their risks and benefits), and the consequences of not receiving Treatment; (4) I understand that as with all medical treatment, there is a possibility that complications other than those described to me or in this form may occur, and that no guarantee is made regarding the outcome of my Treatment; (5) I realize that although every effort will be made to keep all risks and side effects to a minimum; risks, side effects, and complications can be unpredictable both in nature and severity; (6) I understand that “Midlevel Providers” (Physician Assistants, Advance Practice Nurses) will be involved in my Treatment and I consent thereto; (7) I have carefully read and understand the information presented to me and in this informed consent form; (8) I hereby voluntarily give my consent to Treatment at the Center; (9) I understand that I may be asked to sign a separate informed consent form for certain Treatment(s) that require a separate informed consent form; and (10) I acknowledge that I have been fully informed of my right to receive a copy of this signed and dated informed consent form.

By: 












[Signature of Patient/Legal Representative]


Print Name: 











Date/Time: 









 A.M./P.M.

If signed by other than Patient, indicate relationship:  





 

By: 














[Signature of Witness]


Print Name of Witness: 









Date/Time: 









 A.M./P.M.

Translator to complete when applicable:  

I have accurately and completely read the foregoing document to:  



 














[Insert the Patient’s or Patient’s Legal Representative’s name]

in 






, the Patient’s or Patient’s Legal Representative’s primary language.  S/He understood all of the terms and conditions and acknowledged his/her agreement and consent thereto by signing the document in my presence.

Translated By: 













[Signature of Translator]

Print Name of Translator: 









Date/Time: 









 A.M./P.M.

Consent for Family Planning Services on Behalf of a Minor

Name of Minor Patient: __________________________ Date of Birth: _____/____/___


I am authorized to consent on behalf of the above minor as I am the minor’s parent, managing conservator, or legal guardian.

I ______________________________________________ [Print the name of person consenting for minor] hereby and voluntarily consent to authorize the Center’s healthcare providers, including its physicians, midlevel providers (Physician Assistants, Advance Practice Nurses) and dentists at their service locations to provide health care services to the above minor.  The health care services may include, without limitation, routine physical and mental assessment, diagnostic and monitoring tests and procedures, examinations and medical and/or dental treatment,  routine laboratory procedures and tests (such as blood, urine and other studies), x-rays and other imaging studies, heart tracing (EKG), administration of medications, as well as procedures and treatment prescribed by the Center’s medical and/or dental Staff.  

The health care services may also include counseling necessary to receive appropriate services including family planning as defined by federal laws and regulations.


I understand that there are no guarantees being made to me concerning the results of the treatment provided or the effectiveness of any birth control methods prescribed for the above-referenced minor.


I understand that this consent is valid and remains in effect as long as the above minor is a minor patient of the Center. 

Consent Provisions

My signature on this form indicates that:  (1) I acknowledge that the informed consent for medical treatment and/or procedures (“Treatment”) at the Center has been adequately explained to me by the Center’s Physician, Physician Assistant, or other qualified Healthcare Provider; (2) I have received all of the information that I desire concerning the Treatment; (3) I have had the opportunity to obtain answers to my questions concerning the nature of the Treatment, its expected benefits, potential discomforts/side effects/risks, and any and all alternatives (and their risks and benefits), and the consequences of not receiving Treatment; (4) I understand that as with all medical treatment, there is a possibility that complications other than those described to me or in this form may occur, and that no guarantee is made regarding the outcome of the Treatment; (5) I realize that although every effort will be made to keep all risks and side effects to a minimum; risks, side effects, and complications can be unpredictable both in nature and severity; (6) I understand that “Midlevel Providers” (Physician Assistants, Advance Practice Nurses) will be involved in the Treatment and I consent thereto; (7) I have carefully read and understand the information presented to me and in this informed consent form; (8) I hereby voluntarily give my consent to Treatment of the above minor at the Center; (9) I understand that I may be asked to sign a separate informed consent form for certain Treatment(s) that require a separate informed consent form; and (10) I acknowledge that I have been fully informed of my right to receive a copy of this signed and dated informed consent form.

By: 












[Signature of Patient/Legal Representative]


Print Name: 











Date/Time: 









 A.M./P.M.

If signed by other than Patient, indicate relationship:  





 

By: 














[Signature of Witness]


Print Name of Witness: 









Date/Time: 









 A.M./P.M.

Translator to complete when applicable:  

I have accurately and completely read the foregoing document to:  



 














[Insert the Patient’s or Patient’s Legal Representative’s name]

in 






, the Patient’s or Patient’s Legal Representative’s primary language.  S/He understood all of the terms and conditions and acknowledged his/her agreement and consent thereto by signing the document in my presence.

Translated By: 













[Signature of Translator]

Print Name of Translator: 









Date/Time: 









 A.M./P.M.

� As a general rule, for purposes of consent, a “Minor” is an individual who is under eighteen (18) years of age who is not and has not been married or had the disabilities of minority removed by the court.  (See Tex. Family Code, §101.003(a) [Definition of Child or Minor]; See also, Tex. Family Code Title 2).


� The individual delegated to give authority and receive authority for consent of treatment to minors must be eighteen (18) years of age or older.


� A minor is an individual who is under eighteen (18) years of age who is not and has not been married or had the disabilities of minority removed by the court.


� A minor is an individual who is under eighteen (18) years of age who is not and has not been married or had the disabilities of minority removed by the court.
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