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Outpatient Services - Consent for Care and Acknowledgments




Consent to Treatment: I consent to the treatment which I may undergo during this outpatient episode of care, including, but not limited to, emergency treatment or services, and which may include laboratory procedures, x-ray examination, diagnostic procedures, medical, nursing or surgical treatment or procedures, anesthesia, or hospital services rendered as ordered by Boston Medical Center (BMC); and its healthcare provider staff and employees, including physicians with its affiliated Faculty Practice Plans (FPP). I understand that in the event I require any surgical treatment, procedures, interventions or other type of care that requires informed consent, the anticipated benefits, material risks, and alternative therapies will be explained to me or my legal representative and a separate informed consent form will be required.

Limited consent to release of HIV test results related to occupational exposures: In the unlikely event that a healthcare provider or workforce member is exposed to my blood or bodily fluids, I consent to the release of my HIV lab results to
the occupational health department and exposed workforce member. This information will be shared for the sole purpose of providing care to the exposed workforce member. I understand that my decision to consent to the release of my health information is voluntary and will not impact my treatment, payment, health plan enrollment, or eligibility for benefits.

Filming and Recording: Any images or recordings collected as part of my treatment may be used for internal education. My providers may also ask to record interactions for other internal teaching activities at the time of treatment and I have the right to decline. This will not impact my care.

Financial Agreement: In consideration of the services to be given by BMC/FPP, I agree to pay my account at the rates effective on the date of service for services and treatment rendered by BMC/FPP. I am responsible for payment of any copayment, coinsurance, deductible or non-covered service required by my private or governmental health insurance plan at the time of service. If I am uninsured and not covered by a governmental health insurance plan, I may request information from BMC about programs for which I may qualify. BMC will bill for services and supplies furnished by BMC, hospital employees and physicians directly employed by BMC. I understand that services furnished by FPP physicians may be billed separately from the hospital bill. As a courtesy to me, I understand the hospital may bill my insurance company, but is not obligated to do so. If my account is placed with a collection agency or an attorney for collection, I will pay all costs BMC/FPP incur in these collection efforts, including, but not limited to, attorneys’ fees, interest at the legal rate, and any court costs or other costs of litigation allowed by law. BMC/FPP reserves the right to sell or transfer ownership of accounts to a third party for billing/collection purposes.

Assignment of Benefits: I assign all of my rights and benefits under existing policies of insurance providing coverage and payment of any and all expenses incurred as a result of services and treatment rendered by the provider and authorize direct payment to the provider of any insurance benefits otherwise payable to or on behalf of the patient for the hospitalization or for outpatient services, including emergency services, if rendered. I intend that BMC/FPP will apply any payment received from these policies or plans to the amount that I or my payment guarantor has agreed to pay for services rendered during this admission, and that the provider will not retain benefits in excess of the amount owed to the provider for the care and treatment rendered during this encounter. In addition to coverage under health insurance policies, I may also be entitled
to other coverage, benefits, or sources of payment that may or will cover expenses I incurred for services and treatment. I understand that FPP/BMC, by initially accepting health insurance coverage, do not waive their rights to collect or accept, as payment in full, any payment made under any additional coverage or payment source.
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I hereby irrevocably appoint BMC/FPP as my authorized representative to pursue any claims, penalties, and administrative or legal remedies on my behalf for collection against any responsible payer, employer-sponsored medical benefit plans, third
party liability carrier or, any other responsible third party (“Responsible Party”) for any and all benefits due me for the payment or charges associated with my treatment. This assignment shall not be construed as an obligation of BMC/FPP to pursue any such right of recovery. I acknowledge and understand that I maintain my right of recovery against my insurer or health benefit plan and the foregoing assignment does not divest me of such right.

I agree to take all actions necessary to assist BMC/FPP in collecting payment from any such Responsible Party should the provider(s) elect to collect such payment, including allowing the provider(s) to bring suit against the Responsible Party in my name. If I receive payment directly from any source for the medical charges associated with my treatment I acknowledge that it is my duty and responsibility to immediately pay any such payments to BMC/FPP. I also understand and agree that, to the extent permitted by my insurance or coverage, I am financially responsible for all charges, co-payments and deductibles remaining after insurance payments, and all BMC/FPP charges that are not covered by my insurance or third-party payers.

Medicare Patient Certification and Assignment of Benefit: I certify that any information I provide in applying for benefit under Title XVIII (“Medicare”) or Title XIX (“Medicaid”) of the Social Security Act is correct. I request payment of authorized benefits to be made on my behalf to BMC or BMC-based physician by the Medicare or Medicaid program.



I have read and understand the above document. I have had any questions explained to my satisfaction. I am the patient or I am the patient’s legally authorized representative or surrogate and by signing below indicate that I herein agree to the conditions noted herein and voluntarily consent to care at Boston Medical Center.


Sign	Print
Name: 		 Name: 	 Date: 	 Time: 	 Patient
Sign	Print
Name: 		 Name: 	 Date: 	 Time: 	 Parent/Guardian/Surrogate (if applicable)

I interpreted the provider’s explanation. (Interpreter must sign below, if applicable) Sign	Print
Name: 	 Name: 	 Date: 	 Time: 	
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