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General Patient Consent 

Consent for Evaluation and Treatment 

To the Patient: Welcome to the Ko-Kwel Wellness Center. At this point in your care, no specific 

treatment plan has been recommended. This consent form is an effort to obtain your permission to 

perform the evaluation necessary to identify the appropriate treatment and/or procedure for any 

identified condition(s). You have the right, as a patient, to be informed about your condition and the 

recommended surgical, medical, or diagnostic procedure(s) to be used so that you may make the 

decision whether or not to undergo any suggested treatment or procedure after knowing the risks and 

hazards involved. 

This consent provides us with your permission to perform reasonable and necessary medical 

examinations, testing, and treatment. By initialing here, you are indicating that (1) you intend that 

this consent is continuing in nature even after a specific diagnosis has been made and treatment 

recommended; and (2) you consent to treatment at this office or any other satellite office under 

common ownership. (3) you understand that you may be asked to sign a separate informed consent form 

for certain vaccines, lab tests, treatment(s) or procedures that require such. (4) you understand the 

consent will remain fully effective until it is revoked in writing. You have the right at any time to 

discontinue services. 

I voluntarily request a physician, and/or mid-level provider (Nurse Practitioner, Physician Assistant, or 

Clinical Nurse Specialist), and other health care providers or the designees as deemed necessary, to 

perform reasonable and necessary medical examination, testing and treatment for the condition which 

has brought me to seek care at this practice. I understand that if additional testing, invasive or 

interventional procedures are recommended, I will be asked to read and sign additional consent forms 

prior to the test(s) or procedure(s). 

See Legal Authorization for Treatment if the patient is a minor.

Consent to Bill Insurance and Collect Payment 

I have received a copy of the Ko-Kwel Wellness Centers Payment Policy, attached to this form. I hereby 

authorize the Ko-Kwel Wellness Center (KWC) to furnish information to insurance carriers concerning 

my conditions and treatments, and I hereby assign to the healthcare provider(s) all payments for services 

rendered to my dependents or myself. I authorize KWC to collect payments from third party payors such 

as Medicare/Medicaid and insurance companies. I have read and have had the opportunity to have my 

questions explained to me regarding my rights and responsibilities and payment policy under this 

agreement. My signature indicates that I consent to receiving services from the Wellness Center Staff at 

this time. 

I acknowledge my responsibility to pay for care according to the fees established. 

In the event that the patient is a minor, I am the parent and/ or guardian of said patient and I agree that 

I am responsible for all services provided to the patient herein. 
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HIPAA Acknowledgement of Privacy Practices 

I have received a copy of Ko-Kwel Wellness Center’s “Notice of Privacy Practices”. This Notice details 

the various rights granted to me, the patient, under the Health Insurance Portability and Accountability 

Act. 

Patient Rights & Responsibilities 

I have received a copy of Ko-Kwel Wellness Center’s “Patient Rights and Responsibilities”. This Notice 

details my rights as a patient and expectations of me throughout the course of my care at Ko-Kwel 

Wellness Centers. 

Consent for Alternate Person to Bring Minor Child to Appointment 

I understand that I, Parent/guardian, must bring my child to the first appointment with a Ko-Kwel 

Wellness Center provider, in order to give a complete medical history. Following the first visit, I give 

permission for the following individual(s) to bring my child to Ko-Kwel Wellness Centers for 

treatment. I understand that by giving permission for this individual(s) to bring my child to their 

appointment the individual(s) is fully authorized to consent to treatment prescribed by the Ko-Kwel 

Wellness Center provider. 

Alternate individuals that may bring child to Ko-Kwel Wellness Centers for treatment: 

Name Relationship 

Attestation 

By signing below, I attest I have received, reviewed, and understand the information above, and may 

revoke, in writing, my consent and discontinue my care at Ko-Kwel Wellness Center at any time. 

Patient Name Date of Birth 

Patient Signature (or Parent/Patient Representative) Today’s Date 

Name of Parent/Patient Representative 
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Legal Authorization for Treatment  
 

Treatment authorization can be obtained from: 

 

• The client, if at least 18 years old, or married, and if physical and mental condition permits  

• A parent or legal guardian if a minor is involved, either in person or by phone if witnessed by a licensed staff member 

• Any person or educational institution with written authorization from the person who would otherwise have the power 

• The court having jurisdiction over the client 

• A minor for whom one of the following applies: 

o On active duty with U.S. armed forces 

o At least 16 years old, lives apart from his/her parents and manages his/her own financial affairs  

o Any adult family member (e.g., grandparent, brother, sister, aunt, or uncle), in the event that a parent or legal 

guardian cannot be located 

o A parent having custody of a minor of divorced or separated parents, whenever possible 

 

 Self-Consenting Minors 

 

• HWD can provide services to self-consenting minors based on specific criteria documented in Oregon statutes: 

o Minors who are 15 years or older may consent to medical and dental services without parental consent (ORS 

109.640). This would include services such as: 

▪ Treatment for illnesses or injuries (i.e. colds, sprained ankle); 

▪ Sports or camp physicals 

▪ Dental visits (check-ups, cleanings, fillings); 

▪ Vision care (except for first time contact lens visit); and 

▪ Immunizations 

o  

o A minor who is 14 years or older may access outpatient mental health, drug or alcohol treatment (excluding 

methadone) without parental consent (ORS 109.675). These services may include: 

▪ Seeking help from a psychiatrist or psychologist 

▪ Seeking mental health therapy from a doctor or social worker; and 

▪ Seeking help for drug or alcohol use 

✓ Although minors aged 14 and older can access outpatient mental health and chemical dependency 

services independently, parents are expected to be involved in their treatment at some point. 

 
 

 

https://oregon.public.law/statutes/ors_109.640
https://oregon.public.law/statutes/ors_109.640
https://oregon.public.law/statutes/ors_109.675
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