






CONSENT TO TREAT

PATIENT NAME: _____________________________________________   DATE OF BIRTH: ______________

1. Consent to Care

I voluntarily consent to routine medical care at HealthStar Physicians of Hot Springs, PLLC (“HealthStar”), at any of its  
clinic locations. Routine care may include medical history, physical examination, laboratory and other diagnostic tests,  
immunizations and injections, prescribed medications, minor in-office procedures, and other treatment my provider 
considers advisable. My provider will explain my care, and I may ask questions at any time. HealthStar will ask for 
separate written consent before any procedure that carries significant risk.

2. Your Care Team

My care may be provided by physicians, advanced practice registered nurses (APRNs), physician assistants, nurses,  
medical assistants, and other trained staff working under appropriate supervision. I may ask the name and credentials of 
anyone providing my care.

3. Telehealth

Some visits may take place by secure video or telephone. Telehealth visits carry the same privacy protections as in-
person visits, but have limits, since my provider cannot physically examine me. My provider may ask me to come in 
person when needed. I may decline a telehealth visit and request an in-person visit. Normal insurance cost-sharing may 
apply.

4. Care Management Programs

I may be offered care management services, such as chronic care management, advanced primary care management, or 
remote patient monitoring, that include care between visits. If I enroll, I understand:

•  only one practitioner may bill for certain of these services in a given period;

•  copays, coinsurance, or deductibles may apply;

•  I may stop at any time, effective at the end of the calendar month.

HealthStar will explain each program and document my agreement before I enroll.

5. Emergencies

HealthStar clinics are not emergency departments. If I have an emergency in the clinic, staff will provide immediate care 
within their abilities, call 911, and arrange transfer to an appropriate facility.

6. No Guarantee

Medicine is not an exact science. No one has made any guarantee to me about the results of any examination or 
treatment.

7. My Right to Refuse or Withdraw

I may refuse any recommended test or treatment. My provider will explain the possible risks of refusing, and I may be 
asked to sign an informed refusal. I may withdraw this consent at any time by giving written notice to HealthStar.  
Withdrawal does not affect care already provided.

8. Minors and Patients with a Legal Representative

If the patient is a minor or has a legal guardian or other legal representative, the person signing below consents to care 
on the patient’s behalf and confirms their legal authority to do so. HealthStar will honor a minor’s own consent where 
Arkansas law allows it.
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Other adults the parent or guardian authorizes to bring a minor patient for routine visits:

Name: _______________________________   Relationship: __________________   Phone: ________________

Name: _______________________________   Relationship: __________________   Phone: ________________

9. Duration

This consent stays in effect for all visits at any HealthStar location until I withdraw it in writing. HealthStar may ask me to 
sign an updated consent periodically.

My signature confirms that I have read this form or had it read to me, that my questions were answered, and that I  
consent to treatment as described above.

_____________________________________________          ______________________
SIGNATURE OF PATIENT OR LEGAL REPRESENTATIVE TODAY’S DATE

_____________________________________________          ______________________
PRINTED NAME (IF NOT THE PATIENT) RELATIONSHIP TO PATIENT

FOR OFFICE USE ONLY

Staff witness: ______________________   Initials: ______   Date: __________   Scanned to athenaOne: ☐

Patient declined to sign / withdrew consent (note reason): _________________________________________________
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