Consent to emergency treatment (** use with Strong Memorial Hospital HIPAA authorization):

EMERGENCY TREATMENT WITH _________________

Treating physician:  ____________________________________

INTRODUCTION
You have been diagnosed with ____________________________________________.  This is a life-threatening condition that needs treatment right away.  This unproven treatment is being recommended because:


 FORMCHECKBOX 

There is no appropriate alternative treatment for this condition.


 FORMCHECKBOX 

Alternative treatments for this condition have been tried and failed.

We hope this treatment will help you, but we don’t know whether it will.

TREATMENT DESCRIPTION
This is the treatment we will give you:

________________________________________________________________________

________________________________________________________________________

These are other tests you may have as part of the treatment:

________________________________________________________________________

________________________________________________________________________

________________________________________________________________________

This is about how long the treatment will take:  ________________________________________

RISKS AND DISCOMFORTS
These are the side effects we expect the treatment may cause:

________________________________________________________________________

________________________________________________________________________

These are the side effects we expect the tests may cause:

________________________________________________________________________

________________________________________________________________________

There might also be side effects we don’t know about right now.

COSTS
The treatment you receive will be:


 FORMCHECKBOX 

Provided free of charge.


 FORMCHECKBOX 

Charged to you or your insurance company

VOLUNTARY TREATMENT

Your decision to have this treatment is voluntary.  You don’t have to accept this treatment, or you can accept and then change your mind.

CONFIDENTIALITY OF RECORDS & HIPAA AUTHORIZATION
Insert standard language, removing reference to research & study

CONTACT PERSON(S)

If you have any questions about the treatment, call Dr. ________________ at ______________.

SIGNATURES/DATES
I have read the contents of this consent form, asked questions, and received answers.  I agree to this treatment.  I have received (or will receive) a signed copy of this form to keep.

Patient:  ________________________________________________
PRINT  NAME


  ________________________________________________
SIGNATURE

Date: 
  ___________________

Authorized Representative:

________________________________________________
PRINT NAME


  ________________________________________________
SIGNATURE

 _________________________________ Relationship to patient                                                          

Date:
  ___________________

PERSON OBTAINING CONSENT

________________________________________________
PRINT NAME & TITLE

  ________________________________________________
SIGNATURE

Date: 
  ___________________

























