Lancaster
Cancer Center

Care Beyond Treatment

VOLUNTARY CONSENT TO TREATMENT
AND AUTHORIZATION FOR DISCLOSURE OF HEALTH INFORMATION

Consent to Treatment

l, , do hereby voluntarily consent to medical care and treatment by

the physicians, physician assistants, nurse practitioners, and clinical staff of Lancaster Cancer Center, LTD.
This may include, but is not limited to:

e  Physical examinations and diagnostic procedures.

e Laboratory tests and specimen collection.

e Injections, infusions, chemotherapy administration, or other treatments as recommended
by my physician.

e Procedures necessary or advisable in the judgment of my healthcare provider.

| understand that:

e My treatment will be explained to me and | will have the opportunity to ask questions.

e | have the right to refuse or withdraw consent for any specific test, treatment, or procedure
at any time, even after signing this form.

e No guarantees have been made as to the results or outcome of treatment.

Authorization for Use and Disclosure of Health Information (HIPAA)
| authorize Lancaster Cancer Center, LTD to release and communicate my protected health information as necessary for
my medical care, treatment coordination, payment, and healthcare operations.

This authorization allows disclosure to:

Physicians/Healthcare Providers:

Name: Address: Phone:
Name: Address: Phone:
Name: Address: Phone:

Family Member/Other Authorized Person(s):

Name: Relationship: Phone:

Name: Relationship: Phone:

Name: Relationship: Phone:




Notification Preference (check all that apply):

o Home Phone
o Cell Phone
o Work Phone

| understand:

e Lancaster Cancer Center may call or message me with appointment reminders, test results, or treatment-related
information.

e This authorization will remain in effect until | provide written notice to revoke it.

e | have the right to revoke this authorization at any time, except to the extent that action has already been taken
in reliance on it.

e | am not required to sign this authorization as a condition of receiving treatment.

Acknowledgment and Signature

By signing below, | acknowledge that | have read, understood, and voluntarily consent to the treatment described above,
and authorize the disclosure of my health information as indicated.

Patient/Personal Representative Name (Print):

Signature of Patient/Personal Representative:

Relationship (if not patient): Date:

Witness (if applicable): Date:
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