
UAB St. Vincent’s Consent for Treatment

Name: Date signed: Time Signed: 

1. CONSENT FOR MEDICAL/EMERGENCY TREATMENT: I hereby consent to and authorize UAB St. Vincent's to render usual and
customary medical/emergency treatment, including drug and alcohol testing, diagnostic, radiological, and laboratory
procedures, minor surgical procedures and administration of local anesthetics as necessary, and other general
medical/emergency treatment and hospital care considered advisable or necessary by the physician.

2. PHYSICIANS: I understand that my doctor and other doctors who provide care to me while I am in the hospital (such as
emergency department doctors, doctors who read x-rays and test specimens removed from me, and doctors and certified
registered nurse anesthetists who give anesthesia) are not the agents, servants or employees of UAB St. Vincent's, but are
individuals practicing independently at the hospital.

3. FINANCIAL AGREEMENT AND ASSIGNMENT OF INSURANCE BENEFITS : I hereby authorize payment directly to UAB St.
Vincent's of the hospital insurance benefits otherwise payable to me but not to exceed the balance due of the hospital's
regular charges for this period of hospitalization. I further assign the benefits payable for physician's services to the physician
or organization furnishing the services. I understand I am financially responsible to the hospital for charges not covered by
this authorization payable within 30 days of treatment. I also agree to pay all costs of collections including reasonable
attorney's fees, I acknowledge consent for the hospital, its providers and agents, including debt collectors, to place calls to
my cellular and/or residential phone using artificial or pre-recorded voice or auto-dialer technologies for any permissible
purpose, Including debt collections and/or account verification.

4. AUTHORIZATION TO PAY MEDICARE BENEFITS TO PROVIDER: (Medicare patients only) I hereby certify that the information
given by me in applying for payment under Title XVIII of the Social Security Act is correct. I authorize any holder of medical or
other information about me to release to the Social Security Administration or its intermediaries or carriers any information
needed for this or a related Medicare claim. I request that payment of authorized benefits be made on my behalf. I assign the
benefits payable for physician services to the physician or organization furnishing the services or authorize such physician or
organization to submit a claim to Medicare for payment to me. I hereby acknowledge the above and agree to pay or cause to
be paid any and all charges the Medicare/Medicaid program determines as not allowable and/or any health insurance
deductibles and coinsurance amount. I have been offered the brochure "An Important Message from Medicare."

5. AUTHORIZATION FOR RELEASE OF INFORMATION: I hereby consent that UAB St. Vincent's may disclose my hospital
records, including my Social Security number, to my hospital insurance companies, workmen's compensation carriers, my
attending/ referring physician, welfare agencies, Medicare and Medicaid or other governmental agency which is or may be
liable for all or part of the hospital charge or which may assist in providing for my care.

6. SAFETY: For the safety of our patients, employees and visitors, possession or use of firearms, knives or other weapons are
strictly prohibited within the hospital and hospital grounds. The possession or use of unauthorized controlled substances are
also strictly prohibited within the hospital and hospital grounds. The undersigned acknowledges that UAB St. Vincent's
reserves the right to search personal belongings of patients when UAB St.Vincent's believes that the patient may be in
possession of an item or items dangerous to the health or safety of the patient or to others.

7. TRAINING: UAB St. Vincent's operates a Family Medicine Residency Program and participates in various training programs
for healthcare providers. All care rendered by individuals must be supervised and reviewed by appropriate personnel. The
undersigned hereby consents to the care and treatment of individuals in training.

8. CONSENT FOR TESTING: I hereby give UAB St. Vincent's my permission to test my blood for Hepatitis B Surface
Antigen, Hepatitis C Antibody and for HIV (AIDS) virus antibodies if a healthcare worker has an accidental exposure to
my blood or body fluids. I understand that this request is the usual procedure for following a healthcare worker's
exposure to blood or body fluids.

9. VALUABLES: I understand that UAB St. Vincent's is not responsible for money, jewelry, dentures, clothing, hearing aids,
breathing devices, eyeglasses, wigs, credit cards, electronic devices such as laptops, ipads, etc., and/or other valuables kept or
left in my room. Any and all valuables should be sent home, Valuables can be collected and stored for safekeeping in a secure
location at the facility until needed at the time of discharge. I fully understand that I am responsible for the items I keep with
me and release UAB St. Vincent's from any responsibility for these items.

10. ACKNOWLEDGEMENT OF PATIENT RIGHTS: I hereby acknowledge that by signing this Consent For Treatment, I have
received a copy of the Patient Bill of Rights and am aware of my Patient Responsibilities and how to contact my Patient
Representative, Alabama Quality Assurance Foundation and Joint Commission's Office of Quality Monitoring. If
presenting for a surgical procedure or admission, I have received the Patient Information Booklet.

I acknowledge that I have read this form and understand its purpose and content.
  ________________________________________             ________________________________         __________________________________

Patient or Responsible Party                               Relationship to patient Witness & Date/Time

A copy of this form shall be considered as effective and valid as the original.
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UAB St. Vincent’s Joint Notice of Privacy Practices
This notice describes how medical information about you may be used and disclosed and how 

you can get access to this information. Please review it carefully.

Our Commitment
We are committed to maintaining the privacy and confidentiality of your health information. This Notice describes 
your rights concerning your health information and how we may use and disclose (share) your information. 

Who Follows This Notice
This Notice is followed by all employees (associates), medical staff, trainees, students, volunteers, contractors, 
vendors, agents, and workforce members of UAB St. Vincent’s hospitals, ambulatory care centers, pharmacies, 
laboratories, physician practices and other UAB St. Vincent's health care providers. Some locations may act as an 
Affiliated Covered Entity (ACE) for purposes of complying with the HIPAA Rules. UAB St. Vincent’s also 
participates in an Organized Healthcare Arrangement with other UAB St. Vincent's locations and may use and 
share your information between each other for treatment, payment and health care operations relating to these 
arrangements, and as permitted by the HIPAA Rules. For a complete list of locations, please contact the UAB St. 
Vincent’s Privacy Officer (“Privacy Officer”) as described in this Notice.

How We May Use and Share Your Information
This Notice describes the different ways we may use and disclose (share) your health information and when we 
need your authorization to do so. We may contact you by phone, email or text message at the number or address 
you give us. Usually we will use encrypted methods to communicate electronically with you, but some 
communications may be sent unencrypted, such as text messages, and by providing us with your mobile number 
or email you are agreeing to receive messages in that manner.

Most often we use and share your information for treatment, payment, and health care operations purposes. This 
means we may use and share your information, for example:

● With other health care providers who are treating you or with a pharmacy for filling your prescription.
● With your insurance plan or other payor to collect payment for health care services or to get prior approval

for services or medications.
● To support our business, improve your care, educate our professionals, and evaluate

provider performance.
● With our business associates, who provide services for or on our behalf, such as a billing service who help

us with our business operations. All of our business associates are required to protect the
privacy and security of your health information just as we do.

We may also use or share your health information to contact you for the following reasons:

● To notify you about possible alternative treatment options, new services, opportunities to participate in
research, opportunities to provide us feedback on our services and other health-related benefits or
services.

● To notify you about your care and upcoming services including appointments, refill reminders or similar
care related notifications.

● For UAB St. Vincent's fundraising purposes. You have the right to opt out of receiving fundraising
communications by replying as noted in the communication or by contacting the Privacy
Officer.
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We are also allowed, and sometimes required by law, to use or share your information with certain recipients for 
the reasons listed below. We may have to meet certain requirements before we can use or share your information 
for these purposes. Some examples of each include:

● Public health and safety: Reporting communicable diseases, births, or deaths; reporting abuse, neglect, or
domestic violence; reporting adverse reactions to medications; avoiding a serious threat to health or safety.

● Law enforcement: To identify or find a suspect, fugitive or missing person; to report a crime at the facility.
● Judicial and administrative proceedings: Responding to a court or administrative order, such as a

subpoena.
● Workers’ compensation and other government requests: Workers’ compensation claims or hearings; health

oversight agencies for activities authorized by law; special government functions (military, national
security.

● Disaster relief: Sharing your location and general condition for the purpose of notifying your family or
friends and agencies chartered by law to assist in emergency situations.

● Comply with the law: To the Department of Health and Human Services to see if we are complying with the
federal privacy law.

● Research: Preparing for a research study; analyzing records as part of a project approved by an Institutional
Review Board (IRB) and are low risk to your privacy; studies involving only decedents’ information.

● Incidental to a permitted use or disclosure: Calling your name in a waiting area for an appointment and
others may hear your name called. We make reasonable efforts to limit these incidental uses or
disclosures.

● To a funeral director, coroner or medical examiner as needed to do their jobs.
● To organizations that handle organ, tissue or eye donations and transplantations as needed to do their

jobs.

We also participate in various health information exchanges, or HIEs, for the sharing of your information 
electronically for your care and other purposes allowed by the HIPAA Rules or required by law. Other participants of 
a HIE are also required to protect your information. You have the right to opt-out of your information being 
accessible in a HIE for all non-required by law purposes by contacting the Privacy Officer as described in this 
Notice. 

In the following cases, we may use or share your information unless you object or if you specifically give us 
permission. If you are not able to give us your permission, for example if you are unconscious, we may share your 
information if we believe it is in your best interest.

● With your family, friends or others involved in your care or payment for your care. For example, we may
provide an update to your family on your status when you are recovering from surgery.

● For a facility directory and chaplaincy services.

In the following situations, we will only use or share your health information if you give us written permission. You 
can take back this permission at any time (except to the extent that we have relied on it) by contacting the Privacy 
Officer.

● For marketing purposes (as defined by the HIPAA Rules).
● For the sale of your information or for payments from third parties.
● Certain sharing of psychotherapy notes.
● Any other reasons not described in this Notice.

Our use and disclosure of certain sensitive information may also be further restricted by other federal or state laws. 
This includes information related to alcohol and substance abuse, genetics, mental health and HIV/AIDS.
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Your Rights
When it comes to your health information, you have certain rights. You may:

● Access, inspect and copy information that we use to make decisions about your care. You have the right 
to inspect and obtain a paper or electronic copy. If you request a copy of the information we may charge 
you a reasonable fee. We will provide a copy or a summary within 30 days (or sooner in accordance with 
state law) and let you know about any delay.

● Request confidential communications. You can ask us to communicate with you in a certain way. We will 
say “yes” to all reasonable requests.

● Request a restriction. You can ask us to limit what we use or share for treatment, payment and healthcare 
operations. We are not required to agree to your request and we may say “no”. When you pay for services 
out-of-pocket in full, and ask us not to share the information with your insurance plan, we will say “yes” 
unless a law requires us to disclose that information.

● Request an amendment. You can ask us to amend (make changes) to your health information if it is 
inaccurate or incomplete. We may say “no” to your request, but we will tell you why in writing within 60 
days.

● Get a list of who we have shared your information with. You can ask for a list (accounting) of the times 
we shared your information and why up to the six years prior to your request. Not all disclosures (sharing) 
will be included in this list, such as those made for treatment, payment or healthcare operations. We will 
provide one accounting free of charge but may charge a reasonable, cost-based fee if you ask for another 
one within twelve months.

● Get a copy of this Notice. You can ask us to give you a copy (paper or electronic) of this Notice at any 
time or view a copy on our website at uabstvincents.org.

● Choose someone to act for you. If you have given someone medical power of attorney or if someone is 
your legal guardian, that person can exercise your rights and make choices about your health information. 
In some circumstances, a minor child may be able to make decisions or exercise their rights themselves.

● File a complaint. You can file a complaint if you feel your rights have been violated. You can contact the 
Privacy Officer or the U. S. Department of Health and Human Services Office for Civil Rights. You will not 
be penalized, discriminated against, retaliated against or intimidated for filing a complaint.

Our Responsibilities
● We are required by law to maintain the privacy and security of your health information.
● We will notify you if a breach occurs that may have compromised the privacy or security of your

identifiable health information.
● We must follow the practices described in this Notice and provide you a copy of it.
● We will not use or share your information other than as described here unless you tell us we can in

writing. If you tell us we can, you may change your mind at any time. Let us know in writing if you change
your mind.

● We reserve the right to change the terms of this Notice and the changes will apply to all information we
have about you.

Questions or Complaints
If you have a question or wish to exercise your rights described in this Notice, please contact the UAB St. Vincent’s 
Privacy Officer at 810 St. Vincent's Drive, Birmingham, AL 35205, by phone at 866-742-4922 or by email at 
uabstvpatientrelations@uabmc.edu. Most requests to exercise your rights must be made in writing. To file a complaint 
with the Office for Civil Rights, write to 200 Independence Avenue, S.W., Washington, D.C. 20201, call 877-696-6775, or 
visit www.hhs.gov/ocr/privacy/hipaa/complaints/.
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UAB St. Vincent’s 
Notice of Privacy Practices Acknowledgement

By signing below, I acknowledge that I have received the UAB St. Vincent’s Notice of Privacy 
Practices.

I understand I can ask for a copy of the Notice at any time by contacting the UAB St. Vincent’s 
Privacy Officer or obtain a copy online at uabstvincents.org.

Printed Name: __________________________________________ 

Signature: ______________________________________________ Date: ____________________

If the person signing is not the individual, please print name and type of authority to sign.

Name: ______________________________________ Type of Authority (e.g., guardian)_______________________

For UAB St. Vincent's use only:

After a good faith attempt to obtain the individual’s signature of acknowledgement and the individual 
(or personal representative, if applicable) chooses not to sign, please document the following 
information and save this form in the individual’s medical record.
Reason for not signing: _____________________________________________________________________________ 
____________________________________________________________________________________________________ 
____________________________________________________________________________________________________ 
____________________________________________________________________________________________________

Date: _______________ UAB St. Vincent's Workforce Member Initials: _________
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