	· Arrow Springs

Phone 513 282 7075

Fax 513 282 7076
	· Butler County

Phone 513 874 3990

Fax 513 860 5071
	· Eastgate

Phone 513 752 3695

Fax 513 752 3039
	· Norwood

Phone 513 731 3399

Fax 513 731 2882

	· Queensgate

Phone 513 241 4135

Fax 513 241 6510
	· Sharonville

Phone 513 563 1505
Fax 513 769 4776
	· Good Samaritan 
      Phone 513 862 2875

 Fax 513 862 2860
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NON-INJURY PATIENT REGISTRATION

NAME: ________________________________________________________________________________________________________________

               (First Name)


(Middle Initial)


(Last Name)


(Jr, Sr, II, etc.)

ADDRESS: _____________________________________________________________________________________________________________

CITY: _______________________________________________________   
 STATE: _______________   
 ZIP:___________________

SOCIAL SECURITY #: __________ -  __________  -  __________                

SEX:  
 FORMCHECKBOX 
 MALE
 FORMCHECKBOX 
 FEMALE
BIRTH DATE: _____ /_____ / _____
 

AGE: _________ 

CELL   PHONE:  (________) __________-____________

HOME PHONE:  (________) __________-____________



WORK PHONE:  (________) __________-____________
	COMPANY REQUESTING SERVICES:  Zoological Society of Cincinnati___________
COMPANY ADDRESS:_3400 Vine St, Cinti, Ohio 45220___________________________
REASON FOR TODAY’S VISIT: ___TB testing/ read_____________________________                   
	ID CONFIRMED:

 FORMCHECKBOX 
 PHOTO ID

X  COMPANY REPRESENTATIVE


GENERAL CONSENT FOR TREATMENT, MEDICAL EXAMINATION AND SERVICES AND RELEASE OF INFORMATION

· I do hereby voluntarily agree and consent to treatment, performance of a medical examination and/or services within any Bethesda Healthcare, Inc. Occupational Medicine Center or Work Capacity Service (the “Centers”), including those referenced on the front page of this form.  During the treatment, medical examination, and/or services, I permit the Centers and their employees, students in health care training programs and all other persons treating and/or examining me to perform the treatment, examination and/or services in ways they deem appropriate.  I understand that the practice of medicine is not an exact science and acknowledge that no guarantees have been made to me as to the result or accuracy of the treatment, examination and/or services.  

· I will inform the staff of any special needs I may have during any treatment, examination, and/or services. 

· I understand that the Centers will not be responsible for the loss or damages of my personal property during the treatment, examination and/or services performed at the Centers. 

· If the purpose or one of the purposes of my visit is to seek a medical examination or service that is authorized and paid for by my employer or future employer ("Employer"), I understand that: (a) the Centers have an agreement with the Employer to perform the medical examination or service for a fee, (b) physicians performing the examination or service are acting as agents of the Employer, (c) the Employer is paying for the examination or service, (d) the purpose of the examination or service is as identified on the front page of this form; (e) physicians performing the examination or service are not obligated to provide treatment or discuss treatment options with me respecting any condition discovered during the examination or service or monitor my health condition on a continuous basis; it is up to me to seek appropriate follow-up care for my condition, which can be provided at a Bethesda or Good Samaritan facility; and (f) the medical examination or service will be performed objectively by the staff.  

· I consent to the release of all records and accounts generated or maintained at any of the Centers to the Employer as specified on my “Authorization for Use or Disclosure of Protected Health Information” form, including medical information, medical history and the results of tests or examinations performed at the Centers.  The scope of the consent covers information regarding treatment of drug or alcohol abuse, drug-related conditions, alcoholism, and/or psychiatric/psychological condition and/or psychiatric/mental health treatment and/or HIV related conditions to the extent such information is contained in the records and accounts generated or maintained at any of the Centers. 

· I consent to the release of all records and accounts generated or maintained at any of the Centers if necessary to obtain payment for the treatment I received, and/or the medical examination or services performed at any of the Centers. 

· I understand that the Centers have no knowledge or control of nor influence over and shall not be held responsible for the Employer's use or further disclosure of information released by the Centers pursuant to this consent.
· I understand that Ohio law gives me the right to have an HIV test performed on me anonymously (my identity will be unknown) but that Ohio law does not require health care facilities  to make anonymous HIV testing available.  TriHealth Network facilities do not provide anonymous HIV testing.  By signing below, I acknowledge and agree that I am waiving my right to an anonymous test and that any HIV test ordered on me within the TriHealth Network will be performed on a non-anonymous basis, in other words, my identity and test results will be maintained in my confidential, TriHealth medical record and may be known to the healthcare providers who are treating me.
· A copy of the Patient Rights and Responsibilities has been provided to me.  

The above has been fully explained to me and I certify that I understand the contents of this consent.

________________________________________________
____________________________________________
__________________

                               (Patient signature)




      (Witness)


                      (Date/time)

The patient is unable to consent because:
______________________________________________________         I therefore consent for the patient:  

_________________________________      __________________________________________  
________________________________           ___________________
 (Relationship to patient)


 (Signature)          


    
 (Witness)


           (Date/time)
I have received a copy of the Centers’ Notice of Privacy Practices (“Notice”).  I acknowledge and agree to the terms in the Notice.  Patient Signature:  _____________________________________

AUTHORIZATION FOR USE OR DISCLOSURE

OF PROTECTED HEALTH INFORMATION

I, ___________________________________ (patient name), hereby authorize Bethesda Healthcare, Inc. (the "Center") to use and/or disclose my individually identifiable health information maintained for one or more of the locations listed above as described below:
The following individually identifiable health information may be used and/or disclosed:  ***Check (( ) all that apply. If you were sent to the Center by your employer or prospective employer for testing and do not know which box(es) to check, please ask Center staff for assistance in completing this form.  
· All testing results 
(
Immunization/Injections Record
(
Physical Therapy Notes


· Results of Physical Examination
(
Injury Care
(
Billing Records, including Itemized Statements

(
History and Physical Exam Forms
(  Results of OSHA Clearance 

Other: TB results
*** If you do not check any of the boxes above, then by signing below, you authorize the Center to release drug and alcohol testing results as requested by your employer or prospective employer (listed below) for employment related purposes. 

I agree to the release of the records checked above for only the date of service which is the same as the date of my signature below or, if no  service is rendered on the date of signature below, then the first date of service that is after the date of signature below.   
Additional or Different Date(s) of service to be released (optional):  ___________________/__. 

I authorize the following person(s) or organization to receive the information:

Name/Organization:            Zoological Society of Cincinnati______________________                         
Street Address                      _3400 Vine St____________________________________


City, State, and Zip Code:    _Cinti, Ohio___45220_____________________________
I authorize the release of any information contained in the records checked above including treatment of drug or alcohol abuse, drug-related conditions, alcoholism, and/or psychiatric/psychological condition and/or psychiatric/mental health treatment and/or HIV related conditions. 

Unless a different reason is specified in the "other" line below, the reason or purpose for the use and/or disclosure of the information for pre-employment or employment related testing required by my employer or my prospective employer.  (Optional) Other Purpose ______________  
Your Refusal to Sign this Authorization:  

· The Staff may not condition treatment on whether or not you sign this Authorization.  If you refuse to sign this Authorization, the Center will not withhold treatment from you. 

· If the purpose of performing the medical examination or service is solely to create information for disclosure to a third party (such as your employer or prospective employer), the Staff has the right to and will condition the performance of a medical examination or service on whether or not you sign this Authorization. 

Re-disclosure:  I understand that the information used and/or disclosed pursuant to this Authorization may be re-disclosed by the recipient of the information without my authorization and may no longer be protected by Federal law.  However, if the information disclosed pursuant to this Authorization includes alcohol or drug treatment records, the person(s) receiving such disclosure is hereby notified that this information has been disclosed from records protected by Federal confidentiality rules (42 CFR Part 2).  The Federal rules prohibit such person(s) from making any further disclosure of this information unless further disclosure is expressly permitted by the written consent of the person to whom it pertains or as otherwise permitted by 42 CFR Part 2.  A general authorization for the release of medical or other information is NOT sufficient for this purpose. The Federal rules restrict any use of the information to criminally investigate or prosecute any alcohol or drug abuse patient.
Expiration:  This Authorization will expire one (1) year after the date of signature below. 
Revocation:  I understand that I may revoke this Authorization at any time by notifying Bethesda Healthcare, Inc. in writing by sending a letter to the address of 11129 Kenwood Road, Cincinnati, Ohio, 45242, addressed to the Privacy Coordinator, or completing the Revocation and Confidentiality Request.  I understand that if I revoke this Authorization, it will not affect any actions that the Staff has taken before they received my revocation letter.
__________________________________________________________



________________________

Signature of Patient or Patient’s Representative






Date

__________________________________________________________



________________________

Printed name of patient’s representative, if applicable






Relationship to Patient
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