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VOLUNTARY CONSENT TO TREATMENT

| do hereby voluntarily consent to permit any associated physician or assistant of Orthopedic Associates of
Lancaster (OAL) to perform an examination and any diagnostic procedures, including such medical/surgical
procedures as are necessary or advisable in their judgment for my medical care.

Initial

ACKNOWLEDGMENT OF RECEIPT OF AUDIO/VIDEO RECORDING POLICY &
NOTICE OF PRIVACY PRACTICES FOR PROTECTED HEALTH INFORMATION

| acknowledge that | have received the Audio/Video Recording Policy & Notice of Privacy Practices for OAL.

Initial

AUTHORIZATION FOR USE OR DISCLOSURE OF HEALTH INFORMATION

| hereby authorize the physicians and staff of OAL to release and communicate information to the parties listed
below regarding my treatment to maximize my medical care coordination and provide ongoing communications.

Name of Physician: Address/Location: Phone #:

Family Member or Other: Relationship: Phone #:

| understand that this authorization is valid until | notify OAL in writing or in person that | wish to discontinue the
communication with these entities.

|:| | do not wish my records to be released to my family physician.

Signature Print Name Date

Orthopedic Associates of Lancaster complies with applicable Federal civil rights laws and does not discriminate on the
basis of race, color, national origin, age, disability, or sex.

Orthopedic Associates of Lancaster cumple con las leyes federales de derechos civiles aplicables y no discrimina por
motivos de raza, color, nacionalidad, edad, discapacidad o sexo.
ATENCION: si habla espafiol, tiene a su disposicidn servicios gratuitos de asistencia lingiiistica. Llame al (717) 299-4871.

Orthopedic Associates of Lancaster :& 57 FARIEE T REEEEHAE, FHERER. ER. RIEMK. Fin. EESM
Al AREAT A
TR MREBERAEREPX, BRUREERFESENRE. FHE (717) 299-4871.

Revised 8/2021



