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Notice of Services Provided and Consent to Receive Medical Care
Infinity Medical Clinic, P.C. (IMC) is a family medical clinic providing solely, non-hospital outpatient medical care to adults and children.  Dr. Larae Stemmerman is employed by IMC to provide medical care in an outpatient office setting during designated office hours only.  Neither Dr. Stemmerman nor IMC provides medical care outside of designated office hours, or in the hospital setting.  Furthermore, there will be times, such as holidays or vacations when IMC will be closed and Dr. Stemmerman will not be available to provide medical care to you.
If you experience an emergency medical condition or a medical problem which requires attention outside of designated office hours or anytime Dr. Stemmerman is unavailable, you are to call 911 or proceed immediately to the nearest hospital emergency department.
 If you require hospital treatment, you or the hospital will need to arrange care by a physician other than Dr. Larae Stemmerman during your hospitalization.  Dr. Stemmerman is not a member of your local hospital’s medical staff.  Once your hospitalization is concluded, you may return to IMC/Dr. Stemmerman for continuing outpatient medical care.  
Your signature below indicates that you have read and fully understand the terms and conditions indicated above; moreover, you consent to receive medical treatment as a patient of Dr. Stemmerman/IMC knowing of these limitations.  If you are signing this form on behalf of a minor, your signature indicates that you have read and understand these terms, and are legally authorized to consent for the referenced minor’s medical care.
This notice applies to all future treatment provided by Dr. Stemmerman/ IMC.  I ACKNOWLEDGE THAT I HAVE READ THIS NOTICE AND CONSENT BEFORE SIGNING IT AND I HAVE RECEIVED A COPY.

____________________________________             _____________________________
Patient’s Name (please print)                                        Your Name (please print)

____________________________________             _____________________________
Relationship to Patient (please print)                           Signature and Date




Patient Consent for Use and Disclosure
Of Protected Health Information

I hereby give my consent for Infinity Medical Clinic, P.C. (IMC) to use and disclose protected health information (PHI) about me to carry out treatment, payment and health care operations (TPO).  (The notice of Privacy Practices provided by IMC describes such uses and discloses more completely.)

I have the right to review the Notice of Privacy Practices prior to signing this consent.  IMC reserves the right to revise its Privacy Practices at any time.  A revised Notice of Privacy Practices may be obtained by forwarding a written request to Kelly Hall, 521 E. Mt. Pleasant St. West Burlington, IA 52655, 319-754-1777.

With this consent, IMC may call or e-mail my home or other alternative location and leave a message on voicemail or in person in reference to any items that assist the practice in carrying out TPO, such as appointment reminders, insurance items and any calls pertaining to my clinical care, including but not limited to Laboratory test results, X-ray results, etc.

With this consent, IMC may e-mail or mail to my home or other alternative location any items that assist the practice in carrying out TPO, such as appointment reminders and patient statements.  I have the right to request that IMC restrict how it uses or discloses my PHI to carry out TPO.  The practice is not required to agree to my requested restrictions, but if it does, it is bound by this agreement.

By signing this form, I am consenting to allow IMC to use and disclose my PHI to carry out TPO.

I may revoke my consent in writing except to the extent that the practice has already made disclosures in reliance upon my prior consent.  If I do not sign this consent, or later revoke it, IMC may decline to provide treatment to me.



____________________________________
Signature of Patient or Legal Guardian

____________________________________		___________________
Print Patient’s Name					Date 

____________________________________
Print Name of Patient or Legal Guardian, if applicable
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LARAE STEMMERMAN, D.O.




