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CONSENT FORM  

 
Consent to Treatment. I authorize Bucksport Regional Health Center (BRHC) and its medical, nursing and other 
professional staff members, to provide such health care services and administer such diagnostic and therapeutic 
procedures and treatments as, in the judgment of BRHC’s medical personnel, is deemed necessary or advisable 
in my care. This includes all routine diagnostic tests and procedures, including diagnostic x-rays, the 
administration and/or injection of pharmaceutical products and medications, and the withdrawal of blood for 
laboratory examination.  
 
Release of Information. I authorize BRHC to use and disclose my health information for the following purposes: 
(1) to provide for, arrange or coordinate my health care treatment; (2) to enable BRHC to obtain payment for 
the services it provides to me; and (3) to permit BRHC to carry out ordinary health care and business operations 
such as quality assurance, service planning and general administration. 
  
Assignment of Benefits. I assign to BRHC all benefits to which I may be entitled from Medicare, MaineCare, 
other government agencies, insurance carriers and other third parties who are financially liable for the medical 
care and treatment provided by BRHC.  
 
Financial Obligations. I agree that, except as may be limited by law or BRHC’s agreements with third party 
payers, in the event of non-payment by a third party for which I have provided an assignment of benefits, I am 
obligated to pay all amounts due to services provided at BRHC facilities. I also agree that I am responsible for 
any applicable co-payments, coinsurance or deductibles.  
 
Acknowledgment of Receipt of Notice of Privacy Practices. I acknowledge that I have been offered a copy of 
the BRHC Notice of Privacy Practices, which describes how health information provided by me may be used and 
disclosed by BRHC and how I may obtain access to and control the use and disclosure of this information.  
 

I have received or declined a copy of the a) BRHC Notice of Privacy Practices, b) Patient’s Rights and 
Responsibilities, c) Information on the health information exchange including an opportunity to opt out, and 

d.) plain language summary of the BRHC Financial Assistance Policy.  
 

These are available at the Front Desk.  
 
I certify that I have read this form and that I am the patient, or I am duly authorized by the patient as the 
patient’s representative to execute this form and accept its terms.  
 
 
 

Patient Name (Please Print Patient Signature Date 
 
_ 

Representative of Patient         Name/Relationship Signature Date 
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