
Consent for Medical Treatment:   Permission is hereby granted to Lakeland Health (Lakeland) to perform 

routine diagnostic procedures and medical treatment on me and/or child, by its employees, my treating 

physicians, his assistants or his designees, medical students or residents, as is necessary in my physicians’ 

judgment.  I am aware the practice of medicine and surgery is not an exact science and I acknowledge that no 

guarantees have been made to me as to the result of treatments or examination in the hospital.  I understand 

my/my child’s blood will be tested, at no cost to me, for Hepatitis B and HIV (AIDS Virus) if a healthcare worker 

has an accidental exposure to my/my child’s blood and/or body fluids.  I will be informed of any positive results 

and offered counseling.  I consent to video conferencing, photographing, videotaping, and audio devices that 

may be utilized to treat or diagnose via telemedicine consultation or for procedure(s) to be performed, for 

medical, scientific, personal safety or education purposes as well as for the purposes of identification. 

 

Grievances:  I understand that I may submit a concern, complaint or grievance without fear of reprisal and that 

efforts will be made to resolve my concern promptly or within seven (7) days if possible.  The phone number to 

call is 269-983-8624. 

Release of Information:  In the event that Lakeland needs to give or receive information relating to this 

service, I agree that: 

A. Lakeland  may give information in my medical record to any person involved in my medical care including 

my treating physician or to my automobile carrier or no fault carrier, worker’s compensation, or any other 

third party who may be responsible for payment of my account.  This includes any alcohol and drug abuse, HIV, 

AIDS, or ARC testing as protected under regulations in 42 Code of Federal Regulations part 2.  If I need to be 

transferred to another healthcare facility, the hospital may give information to that facility.   

B.  Lakeland may also obtain any information about me which is needed in order to treat me from other 

persons or healthcare facilities.  

C.  If I am transferred to another facility, Lakeland Health physicians/residents may access my medical records 

to follow up on my care and/or use the information for medical research. 

D.  I understand and consent to the release of information when it is required by organizations such as the 

health department or the Center of Disease Control and Prevention in circumstances such as diagnosis of HIV, 

tuberculosis, sexually transmitted disease(s), or viral meningitis.   

 

Personal Valuables:  I relieve Lakeland of any responsibility for loss of clothing, money, valuables, dentures, 

glasses or any other personal items.  In the case of a hospital stay, I understand money, jewelry, and any other 

valuables should be placed in the hospital safe at the time of admission or service.   

 

*My signature signifies that I have read this document and agree to its terms.   

*My consent is valid for one year from the date of signature.  

 

________________________________________  ______________________________________ 
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