Carolina Family Health Centers, Inc.
Carolina Family Dental Center ~ Freedom Hill Community Health Center ~ Harvest Family Health Center
Wilson Community Health Center

GENERAL CONSENT FOR TREATMENT

I understand that Carolina Family Health Centers, Inc. (CFHC, Inc.) is an integrated healthcare program
made up of various entities, including (but not necessarily limited to) Carolina Family Dental Center,
Freedom Hill Community Health Center, Harvest Family Health Center, and Wilson Community Health
Center.

The following are the conditions for services provided by CFHC, Inc. The general consent for treatment
provides CFHC, Inc. with your permission to perform reasonable and necessary medical/dental
examinations, testing, and treatment. These conditions and consent will remain fully effective until it is
revoked by you in writing. You have the right at any time to discontinue services.

General Consent for Treatment - By signing below, | am indicating that (1) this consent is continuing
in nature even after a specific diagnosis has been made and treatment recommended; and (2) | consent to
treatment at this office or any other satellite office under common ownership. | understand that | have
the right to discuss the treatment plan with my provider about the purpose, potential risks, and benefits
of any test ordered for me. | am aware that the practice of medicine and surgery is not an exact science
and I acknowledge that no guarantees have been made as to the result of treatments or examinations. |
understand if | have any concerns regarding any test or treatment recommended by my healthcare
provider, | am encouraged to ask questions.

My signature below indicates that | voluntarily request a physician, dentist, advanced practitioner (Nurse
Practitioner, Physician Assistant, or Clinical Pharmacist Practitioner), and other healthcare providers or
the designees as deemed necessary, to perform reasonable and necessary medical/dental examination,
immunizations, testing and treatment for the condition which has brought me to seek care at this
practice. | understand that if additional invasive or interventional procedures are recommended, | will be
asked to read and sign additional consent forms before the test(s) or procedure(s) are performed.

Authorization for Release of Information - | acknowledge that under the Health Insurance Portability
and Accountability Act (HIPAA) and the Coronavirus Aid, Relief and Economic Security (CARES)
Act, CFHC, Inc. is authorized to release my medical records; including records regarding the treatment
of Substance Use Disorders to other healthcare specialists, entities, or regulatory agencies to carry out
treatment, obtain payment, conduct certain healthcare operations, and comply with federal and state
laws. Under the 21% Century Care Act, CFHC, Inc. cannot block my protected health information from
being electronically shared with other health information exchange platforms or applications unless |
request this information be restricted or my provider determines the transmission of this information
could be harmful to me.

The Reproductive Health Care Privacy Rule prohibits the use and disclosure of protected health
information by CFHC, Inc. and its staff to conduct criminal, civil or administrative investigations into or
impose criminal, civil or administrative liability on any person for the mere act of seeking, obtaining,
providing, or facilitating reproductive health care, where such health care is lawful under the
circumstances in which it is provided or the identification of any person for the purpose of conducting
such investigation or imposing such liability. This applies when the reproductive healthcare is lawful
under the law of the state in which such health care is provided under the circumstance in which it is
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provided or the reproductive health care is protected, required, or authorized by law. CFHC, Inc. staff
presumes reproductive healthcare provided by another person or entity is lawful unless an exception
applies as outlined in the law.

I give permission to CFHC, Inc. and their employees, agents, and contractors to take photographs or
make videos or drawings of me for permissible treatment, payment, or healthcare operations purposes
(which may include quality assessment, education, and training), as long as consistent with policies and
laws that protect my rights.

Acknowledgment of Receipt of Notice of Privacy Practices - | acknowledge that | have received a
copy or been given the opportunity to review Carolina Family Health Centers, Inc.’s Notice of Privacy
Practices. | understand that, as provided in the Notice, the terms of the Notice may change. | may
obtain a revised copy by contacting the Privacy Officer.

Acknowledgment of Receipt of Notice of Nondiscrimination and Notice of Availability— |
acknowledge that I have received a copy or been given the opportunity to review Carolina Family
Health Centers, Inc.’s Notice of Nondiscrimination and Notice of Availability.

Financial Responsibility — | agree to be responsible for my co-payments, deductibles, or other charges
for services not covered or paid by insurance or other third-party payers. | authorize CFHC, Inc. to file
any claims to my insurance, if applicable, for payment of any portion of my bill and assign all rights and
benefits to CFHC, Inc. | further agree, subject to state or federal law, to pay all costs, attorney fees,
expenses, and interest in the event CFHC, Inc. takes action to collect the same because of my failure to
pay in full all incurred charges. If | have overpaid any of my accounts with CFHC, Inc., | agree that the
overpayment may be applied to pay any outstanding charges on any of my other accounts with CFHC,
Inc.

Medicare/Medicaid/Insurance Certification, Assignment & Payment Request - | have been
informed that Medicare will only pay for services that it determines to be reasonable and necessary
under section 1862(a)(1) of the Medicare Law. | certify that the information given by me or by my
authorized representative in applying for payment for my healthcare under the Medicare or Medicaid
programs is correct. | request that payment of authorized benefits be made to CFHC, Inc. on my behalf.
I authorize CFHC, Inc. to bill directly and assign the right to all health and liability insurance benefits
otherwise payable to me, and I authorize direct payment to CFHC, Inc.

Authorization to Contact — CFHC, Inc., or their agents or representatives, may contact me by
telephone at any number contained in my CFHC, Inc. records, including wireless telephone numbers, for
the purpose of servicing my account and collecting amounts due. Methods of contact may include
prerecorded or artificial voice messages and the use of automatic dialing services.

Social Security Number - | have given my social security number voluntarily. CFHC, Inc. may use it
for accurate identification, filing insurance claims, billing and collections, and compliance with federal
and state laws.

Personal Property - | understand that CFHC, Inc. does not assume responsibility for my personal
belongings that | keep in my possession, and | release CFHC, Inc. from all liability for the loss or theft

March 2025
RM-506.01 Consents and Informed Refusal Page 2 of 3



of, or damage to, such belongings.

| UNDERSTAND THAT I MAY WITHDRAW THIS CONSENT IN WRITING. MY WITHDRAWAL
WILL NOT BE EFFECTIVE FOR ACTIONS ALREADY TAKEN BY CFHC, INC., OR IN
PROGRESS.

I AUTHORIZE CFHC, INC. TO RELEASE ALL RECORDS REQUIRED TO ACT ON THESE
REQUESTS. | HAVE READ AND UNDERSTAND THIS FORM, RECEIVED A COPY, AND | AM
THE PATIENT OR | AM AUTHORIZED TO ACT ON BEHALF OF THE PATIENT TO SIGN THIS
FORM.

Patient’s Name (printed) DOB MR#

Patient/Parent/Legal Guardian’s Signature Date
(Parent must sign for minor child)
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Carolina Family Health Centers, Inc.

Carolina Family Dental Center ~ Freedom Hill Community Health Center Harvest Family Health Center

Wilson Community Health Center

Notice of Availability

If you speak English, free language assistance services are available to you. Appropriate

ENGLISH auxiliary aids and services to provide information in accessible formats are also available free of
charge. Call 252-293-0013 or speak to your provider.
Espafiol Si habla espafiol, tiene a su disposicion servicios gratuitos de asistencia linglistica. También
(S gnish) estan disponibles de forma gratuita ayuda y servicios auxiliares apropiados para proporcionar
P informacién en formatos accesibles. Llame al 252-293-0013 o hable con su proveedor.
XX WRAEER[T] n‘f/wﬁu% ?ﬂ LR ERE S BN o Rl L B Bt E AR T R Bk
(Chinese) B o DAmRRSES AR &R - 355EE 252-293-0013 BB AR L E ST 5
Viet Néu ban néi tiéng Viét, chang t6i cung cAp mién phi cac dich vu hé tro ngdn ngir. Cac hd tror

(Vietnamese)

dich vu phii hop dé cung cap thong tin theo cac dinh dang dé tiép can ciing dwoc cung cap
mién phi. Vui long goi theo sb 252-293-0013 hoac trao dbi véi ngudi cung cap dich vu cta ban.

5t [BF=0{]E ALBSHAl = 2% 72 0] X3 ME|AE 0| 25H = AEFHCE 0| & 7tsEh
(e} —
o= 0f YAoR MEE MEstes MES ExX 7|7 ¥ MU|AR 22 M I E LT} 252-293-0013

(Korean)  wio 2 M stsiziLt Au|x H B o £o|5HIA 2
Si vous parlez Francais, des services d'assistance Ilnguistique gratuits sont a votre disposition.

Francais Des aides et services auxiliaires appropriés pour fournir des informations dans des formats

(French) accessibles sont également disponibles gratuitement. Appelez le 252-293-0013 ou parlez a
votre fournisseur.

iy ) b gl Auliall sac el @ileaddl 5 cilac Loeall Woadl i 45, duiladll 45 salll sacliedl cland @l 4 85 ¢Ay ol Chaati i 13)

(Arabic) Sl paldd) dassll 3550 ) Siaa3 5 0013-293-252 ol e, Ulave L) g s sy ity e e,

Yog hais tias koj hais Lus Hmoob muaj cov kev pab cuam txhais lus pub dawb rau koj. Cov kev
pab thiab cov kev pab cuam ntxiv uas tsim nyog txhawm rau muab lus ghia paub ua cov hom
Hmoob . ! ; . ;

(Hmong) nta_lub ntawv uas tuaj yeem nkag cuag tau rau los ku! yeej tseem muaj p_ab dawb tsis xam tus _
ngi dab tsi ib yam nkaus. Hu rau 252-293-0013 los sis sib tham nrog koj tus kws muab kev saib
xyuas kho mob.

Ecnu Bbl roBopuUTE Ha pycckui, BaMm AOCTYMHbI 6ecnnaTtHble YCNnyrn S36IKOBOW NOAAEPXKKN.

Pycckui CooTBeTcTBYIOLME BCNOMOraTenbHble CpeacTBa U ycnyru no npeaocTaBneHnto nHdopmauum B

(Russian) OOCTYMNHbIX hopMaTtax Takke npegocraBnatoTca 6ecnnatHo. MNo3BoHUTe no TenedoHy 252-
293-0013 nnu obpaTnTech K CBOEMY NOCTaBLUMUKY YCIyT.

Kung nagsasalita ka ng Tagalog, magagamit mo ang mga libreng serbisyong tulong sa wika.

Tagalo Magagamit din nang libre ang mga naaangkop na auxiliary na tulong at serbisyo upang

galog magbigay ng impormasyon sa mga naa-access na format. Tumawag sa 252-293-0013 o
makipag-usap sa iyong provider.
B BN STFEPES, B0 G 27T DIPAD IR @0CNTENES GOEFON. AIFTIV
B Tt o EEOS” ST TR, @OAONER] SRS OFADE HIFAITeN SHBTW

(Telugu) X B GRS 90CNFENS GOEFow. 252-293-0013 & 525 TaHod B &

IO SrEFB0R.
Se vocé fala Portugués do Brasil, servigos gratuitos de assisténcia linguistica estdo disponiveis
Portuguese para vocé. Auxilios e servicos auxiliares apropriados para fornecer informacfes em formatos
(Brazil) acessiveis também estao disponiveis gratuitamente. Ligue para 252-293-0013 ou fale com seu
provedor.
Wenn Sie Deutsch sprechen, stehen lhnen kostenlose Sprachassistenzdienste zur Verfligung.

Deutsch Entsprechende Hilfsmittel und Dienste zur Bereitstellung von Informationen in barrierefreien

(German) Formaten stehen ebenfalls kostenlos zur Verfiigung. Rufen Sie 252-293-0013 an oder sprechen
Sie mit lhrem Provider.

. e 39 fEEY serar 8, A 3maeh foIT f¥:¢eeh HIST FETIT AT 3uciet] gl § | ForsT Jreai &
(f_i_) SRR T&ToT et & ToIT STl HeTdeh ATEIT 3R FaTC off fo¥:¢foeh 3uelsty §| 252-293-0013 W
indi o ! !
il Y IT AU YaTdT H 91 |
SAlLh Braiser D CLF eTmev, @evaud QM 2 H6 GFemeIGH6T 2_MhIGHEHSH G
(Tamil) TG GLD. 36585 19U 6)IQaIMEIH6TI60 &8 61605H6M6IT ULNMHIE6USH M S 60T
QUITBSSHLOMTET Hlen6ooT 2 &6 &6T LnMHMILD CFemeUdEHLD @) 6VelFLNME: &
F6m L& & 6dTM60T. 252-293-0013 83 3I60LNEHSHA LD S(6V6VS 2 _HIGET aULPMHIG B LD
GuU&aLD.
February 2025
EXEC-306.04 Notice of Availability




