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Pa@ent Consent for Treatment 

1. I voluntarily consent to any and all health care treatment and diagnos@c procedures 
provided by Academy Primary Care and its associated physicians, clinicians and other 
personnel. I am aware that the prac@ce of medicine and other health care professions is 
not an exact science and I further state that I understand that no guarantee has been or 
can be made as to the results of the treatments or examina@ons at Academy Primary 
Care. 

2. I agree to be contacted via email or SMS with informa@on related to my visit, like; a 
pa@ent portal invita@on, post-visit sa@sfac@on survey, appointment or checkup 
reminders, health @ps, or new services that relate to me or my family. 

3. I consent to the use and disclosure of my/the pa@ent’s protected health informa@on for 
purposes of obtaining payment for services rendered to me/the pa@ent, treatment and 
health care opera@ons consistent with the Academy Primary Care No@ce of Privacy 
Prac@ces. 

4. I authorize payment of medical benefits to Academy Primary Care physicians or their 
designee for services rendered. 

5. I give permission to obtain all medica@on/prescrip@on history when using an electronic 
system to process prescrip@ons for my medical treatment. 

 


