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[] Family Medicine of Lincoln [ Bryan Heart [] Capital Foot and Ankle
[] Southeast Lincoln Family Medicine & [] Center for Maternal & Fetal Care [] Cheney Ridge Family Medical Clinic
Internal Medicine [JLincoln Aesthetic Surgical Institute [] Surgery Group of Grand Island
[]Bryan Psychiatry [] NorthPointe Family Medicine [] Neurology Associates
[] Bryan Women'’s Care Physicians [] Prairie Center Internal Medicine [] Bryan Breast Surgical Specialists
[] Bryan Neurology & Nephrology []Bryan Primary Care
[] Bryan Plastic & Reconstructive Surgery [] Plaza West Psychiatry [] Kearney Platte Valley Medical Clinic Locations
[]Holmes Lake Family Medicine & [] Nebraska Internal Medicine []Crete Area Medical Center
Internal Medicine [] Family Practice of Waverly [] Crete Clinic Locations

[] Complete Endocrinology

Patient: Date of Birth:
(who is unable to sign for themselves: minor or legally incapacitated)
Patient legal representative: Relationship:

By signing this document | acknowledge the following:

(initial) This consent is good for one year from date signed. Consent can be revoked by contacting the Clinic in writing.
(initial) Legal representative is financially responsible for medical services provided by the Clinic for patient.
(initial) Opportunity to ask questions has been provided regarding the nature of medical services which have been consented to above.

(initial) Consent to Clinic providing ALL medical services (routine and emergency) required for patient with or without legal
representative present.

(initial) Consent to Clinic providing the following medical services required for patient with or without legal representative

present.
Office visits Pap Smear/Pelvis Exam Laboratory Tests
Office Procedures Prescriptions Obstetrical Services
Radiology Services Diagnostic Tests Vaccinations/Injections
Other:
(initial) Any medical services provided to the patient requires consent and presence of legal representative at time of services.
(initial) Any treatment needed and legal representative is unable to attend, telephone consent may be obtained.
v
PATIENT OR PERSON AUTHORIZED TO CONSENT FOR PATIENT / RELATIONSHIP (IF NOT PATIENT) DATE TIME
REASON PATIENT WAS UNABLE TO CONSENT OR SIGN DATE TIME
BRYAN REP - WITNESS TO SIGNATURE DATE TIME
SECONDARY WITNESS TO SIGNATURE IF TELEPHONE/VERBAL CONSENT DATE TIME

INTERPRETER DECLARATION (Consent Signature must be complete.)
I have interpreted the form for the patient and/or the patient’s representative in the language. The form, as completed
above, was reviewed in my presence with the patient or patient’s representative.

INTERPRETER’'S NAME

SIGNATURE OF INTERPRETER DATE TIME OR REMOTE INTERPRETING NUMBER
Documentation on file legal representative or emancipated minor Staff Signature:
Bryan Health ANNUAL CONSENT TO MEDICAL SERVICES FOR MINOR

OR LEGALLY INCAPACITATED PATIENT
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EPIC: PAT level to Consent to Treat - Clinic Annual
Description: Consent for Minor or Incapacitated patient
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