Lester J. Minto, MID
~Primary Care

CONSENT FOR EVALUATION AND TREATMENT

CONSENT FOR EVALUATION AND TREATMENT I consent to medical treatment by Lester J. Minto, MD PLLC, its affiliates, physicians, and
employees. Treatment may include any examination, test, or medical procedures ordered by the physician(s) to be performed by the_Lester J. Minto

MD PLLC _staff. I understand that I may refuse treatment at any time, if I am seeking non-regulated substance abuse testing, I authorized_Lester J.
Minto, MD PLLC to obtain a specimen of urine, blood/hair, saliva, breath, or other specimen to help determine my diagnosis or presence of

drugs/alcohol. I willingly consent to such procedure and authorize the release of the results (i) The Employer, if any or (ii) solely to the undersigned if
no employer is named. I release_Lester J. Minto, MD PLLC , its physicians, nurses technicians, and other employees or agents from any and all
liabilities, claims, or causes of action that may result from the analysis of the specimen and their release to the authorized person. I understand that
some physical exams (like fitness for duty, school, or sports) and other services are not intended to diagnose medical conditions or replace the medical
care of my personal physician or specialist. ACNOWLEDGEMENT OF NOTICE OF PRIVACY PRACTICES I have reviewed or have been given
an opportunity to review Lester J. Minto, MD PLLC Notice of privacy Practices (NPP). I have had an opportunity to ask questions about it and received
satisfactory answers. I may ask for a copy of the Notice of Privacy Practices (NPP).
STATE REPORTING REQUIREMENTS T agree and understand that the Facility is required by the law to report certain infectious diseases, such
as HIV and tuberculosis, to the state health department or the Center for Disease Control and Prevention. Also, I understand that the facility is required
by the law to report certain activities including abuse or neglect.
FINANCIAL RESPONSIBILITY AGREEMENT

e IfI am being treated as an urgent care patient for a non-work-related injury and I DO NOT have health insurance, I understand that I am

responsible for payment. I have the right to ask for the charge amounts electing/accepting treatment.

® [f]amreceiving employer-directed services (e.g. drug testing, physicals, medical surveillance) Lester J. Minto, MD PLLC will seek payment
from the employer, I may be responsible for payment if allowed by State of Federal law.

e If I am responsible for payment and my account is referred to collections, I understand that I may have to pay collection expenses incurred
by Lester J. Minto, MD PLLC

ASSIGNMENT OF BENEFITS I hereby irrevocably assign, transfer, and convey to the Facility and any provider providing care and treatment to
me, any and all benefits, interest, and rights (including, but not limited to the right to enforce payment and the right to appeal an adverse benefit
determination) to which I am entitled under an employee welfare benefit plan sponsored by my employer, all insurance policies, benefits, right of
recovery from any or against any responsible party, any third party reimbursement, or prepaid healthcare plan for services rendered or products that I
receive from the Facility. Notwithstanding the forgoing my assignment of benefits, interests, and rights is not effective if I have signed an agreement
with the Facility assuming responsibility for paying for services rendered by the Facility and its providers as out-of-pocket and retaining the
responsibility to bill my insurance company. I understand that I may not assign, waive, or compromise any rights or causes of action that I or any my
representatives, may have against any responsible party, person, or entity who causes an injury or illness, without the express prior written consent of
the Facility. This right is independent, separate, and apart from any other right acquired.
RELEASE OF INFORMATION I agree and understand that the Facility may release my healthcare information for payment purposes and any other
purpose permitted by law. Further, the Facility may release my information to other providers for my continued care. I also authorize the release of
medical information to organ transplantation services should I be identified as a potential organ donor. I agree that any leftover specimens sent to the
laboratory may be used for medical education, validation, and authorized research.
RETENTION OF RECORDS I agree and understand that the Facility will retain my medical records for the required retention period. I acknowledge
that the Facility may authorize the disposal of patient medical records at the end of this retention period.
PATIENT RIGHTS AND ADVANCE DIRECTIVES acknowledge that I have received information about my right to accept or refuse medical
treatment. I have the right to make an advance directive or living will. I am not required to have an advance directive to receive medical treatment. If
give the Facility and advance directive, my caregivers will follow it to the extent permitted by law.
PHOTOGRAPHY I consent to the Facility videotaping, photographing, video monitoring, or performing other recording of me or parts of my body
for diagnosis, treatment, research, or for patient safety purposes, and such recording be utilized by the Facility internally for medical education, quality
improvement, research, or for other reason related to the treatment and/or operations provided that my identity is not revealed by descriptive texts
accompanying the pictures. I will discuss this with my caregiver if I do not want my recordings to be used for these purposes. I understand that my
ability or the others to photograph my care may be limited or prohibited withing the Facility.
COMUNICATION I authorize the Facility and its providers, along with any billing service and its collection agency or attorney who may work on its
behalf, to contact me on my cell phone and/or home phone using pre-recorded messages, digital voice messages, automatic telephone dialing devices
or other computer assisted technology, or by electronic mail, text messaging or by any other form of electronic communication.
GOVERNING LAW I agree and understand that all healthcare rendered will be governed by Texas law and in the event of dispute any action will
only be brought in a Texas court in the country/district where all or substantially all the healthcare was provided.
SIGNATURE

(O Patient or [J Guardian Signature: Date: \\; { { }f
Patient Name: Date of Birth:




