
CONSENT FOR TREATMENT AND CONDITIONS FOR ADMISSION 
 

 
CONSENT FOR TREATMENT 
I understand that my health condition requires outpatient admission.  I authorize and consent to treatment, as ordered by 
my physician(s).  Initial:_______ 
 
RELEASE OF MEDICAL INFORMATION 
I consent to release of all my medical records, without limitation, to any insurance company or other party, which may 
be responsible for payment of all or part of my medical expenses. 
    Initial:_______ 
 
RELEASE FOR LOSS OF VALUABLES 
Baptist Health System has informed me that the facility maintains a place for the safekeeping of my money, jewelry, 
and other valuables and personal effects.  I understand that Baptist Health System accepts no responsibility for loss of 
any personal affects that others or I bring to the facility.  If I do not place my personal effects with the facility for 
safekeeping, I release Baptist Health System and its agents for damage to or loss of my property.   

Initial:________ 
ATTENDANCE POLICY 
   We respectfully request 24 hours advance notice of appointment cancellations. If appointments are not kept, your 
treatment program will be terminated after the second NO/SHOW or third cancellation.   
                                  Initial:________ 

 
PATIENT INFORMATION BOOKLET 
I have been explained the purpose of the patient information booklet, understand it’s contents, and have received one if I 
chose.             Initial ______                          

declined booklet: initial_____ 
 
PATIENT BILL OF RIGHTS 
I Certify that: 
_____I have received / reviewed a copy of the Patient’s Bill of Rights prior to admission.                                     Initial:_______ 
                                                        delined   initial __________ 
Witness / Date: ___________________/__________   Relationship of Witness to Patient:_____________ 
 
ACKNOWLEDGEMENT OF RECEIPT OF NOTICE OF PRIVACY PRACTICES 
I have received a copy of the Baptist Health System Notice of Privacy Practices. 

Initial:______ 
          Clinic use only: We attempted to obtain written acknowledgement of receipt of our Notice of Privacy Practices, but            
                                      acknowledgement could not be obtained because: 

                       1. Individual refused to: _________ accept notice OR _________ sign acknowledgement 
                       2. Communications barriers prohibited obtaining the acknowledgement 
                       3. An emergency situation prevented us from obtaining acknowledgement 
                       4. Other (Please specify): 
 
                        -----------------------------------  ---------------------------- 
                        Clinic Representative   Date 

 
 
 
 
 
__________________________________     _________________    
Print Name of Patient       DOB 
 
 
__________________________________     _________________ 
Signature of Patient/Authorized Representative    Date 
 
 
 



HealthLink 
 

Bitters                                                      Downtown                                      North Central                          
288 Bitters Rd                                                                311 Camden St #106                                       525 Oak Centre, Suite #450 
San Antonio, Texas  78216                                          San Antonio, Texas  78215                                San Antonio, Texas  78258 
OFFICE:  (210) 297-9906                                            OFFICE:  (210) 297-7725                                   OFFICE:  (210) 297-4525 
FAX: (210) 297-0982                                                    FAX:   (210) 297-0731                                           FAX:   (210) 297-0459 

PATIENT INFORMATION 
NAME: __________________________________________  SOCIAL SECURITY #: __________________ 
DATE OF BIRTH:____/____/____ AGE: ________  DATE OF SURGERY/INJURY:____/____/____ 
STREET ADDRESS: ______________________________________________________________________ 
CITY: ___________________________________________  STATE:________ ZIP CODE:_____________ 
PHONE: _____________________________   ALTERNATE PHONE: _____________________________ 
 

RETIRED:    If yes skip this section 
EMPLOYER NAME:_______________________________OCCUPATION: _________________________ 
SUPERVISOR:____________________________________PHONE: _______________________________ 
STREET ADDRESS: ______________________________________________________________________ 
CITY: ___________________________________________  STATE:________ ZIP CODE:_____________ 
 
EMERGENCY CONTACT: 
NAME: __________________________________________RELATION: ____________________________ 
STREET ADDRESS: ______________________________________________________________________ 
CITY: ___________________________________________  STATE:________ ZIP CODE:_____________ 
PHONE: _____________________________   ALTERNATE PHONE: _____________________________ 
___________________________________________________________________________________ 
 
AUTHORIZATION TO RELEASE PROTECTED HEALTH INFORMATION DURING THIS  ADMISSION 
 
Information about your health and health care treatment is filed in your medical record.  This information is confidential and you 
control how the clinic releases this information during your stay.  Therefore, please CHECK ONE of the following regarding how 
you wish to have information regarding your health and health care treatment released. 
  _______  Privacy Code Choice A: 

  I authorize the clinic to release the following: 
1.  Anyone who asks will be told I am in the clinic. 
2. My immediate (which includes, husband/wife, parent, and child) will be told my diagnosis, medical history, treatment, 

and prognosis. 
3. Those authorized by law will be told if I am being tested, examined, or treated for any of the following conditions:  

HIV, AIDS related conditions, psychiatric illness, drug/alcohol/chemical abuse. 
 

________   Privacy Code Choice B: 
1. No one will be told I am in the clinic. 
2. No one will be told my diagnosis, medical history, treatment, or prognosis. 
3. No phone calls will be transferred to my room. 
4. Those authorized by law will be told if I am being tested, examined, or treated for any of the following conditions:  

HIV, AIDS related conditions, psychiatric illness, drug/alcohol/chemical abuse. 
 
 
-------------------------------------------------   -------------------------- 

 Patient Signature/Legally Authorized Representative          DOB 
 

-------------------------------------------------   -------------------------- 
                Clinic Representative/Witness                                                          Date 
 

 
 



OUTPATIENT MEDICATIONS 
 

PLEASE LIST ALL MEDICATIONS  (DOSAGE & FREQUENCY) YOU ARE 
PRESENTLY TAKING: 
 

MEDICATION DOSE FREQUENCY INDICATION 

    
    
    
    
    
    
    
    
    
    
    
    
    
    
    
    
    

ALLERGIES    
    
    
    
    
    

 
OVER THE COUNTER MEDS 

 
MEDICATION DOSE FREQUENCY  

    
    
    
    
    

 



 
 
 
 

NOTIFICATION of PATIENT RESPONSIBILITY 
For CO-PAYS and DEDUCTABLES 

 
 

Your insurance policy requires the payment of co-payments, and/or deductible amounts from you at the time 
of service. Your insurance company also requires Baptist Health System to collect your co-payment or unmet 
deductible amount or we could be in violation of our contract with your insurance company and risk not being 
reimbursed for your treatment process. 
 
Baptist Health System has verified your insurance coverage. Based on the information your insurance 
company provided to us, the estimated amount that your are responsible for is: 
 
 
 
 Co-Payment amount:________________ per visit, then plan pays __________% 
 
 Co-Insurance amount: _______________ per visit, then plan pays __________% 
 
 
 Deductible amount: ________________________ 
 
 Deductible met:     _________________________ for this year. 
 
Patient has agreed to pay $ ____________each visit to be applied towards deductible / co-ins. 
 
 
 
 
We are required to collect the above amount prior to the start of each treatment session. Our front office staff 
can accept payment from you with a check, credit/debit card or cash. As a courtesy we will bill your insurance 
company for their portion of the bill. 
 
Please verify that you understand your financial responsibility by signing and dating this form.  
Please let us know if we can assist your in any other way. 
 
Thank you, 
 
 
 
Patient signature: ____________________________________________ Date: ______________ 
 
Baptist Health System Representative: ____________________________ Date: _____________ 
 


