
University Health Center 
Consent to Treat 

 
To be treated at the Health Center, we require your consent and acknowledgement of the terms below. 
 
Acknowledgement and Consent: 
 
1) I hereby consent to medical care and treatment as may be deemed necessary and advisable in the 
judgment of my physician or other provider, which may include but is not limited to:  medical or surgical 
treatment or procedures; laboratory services; x-ray services; and/or other ancillary services rendered to me 
under the general or special instructions of my provider. 
 
2) I acknowledge and understand that I am responsible for any and all charges for services and supplies 
rendered to me.  I understand that it is my responsibility to check with my insurance company to determine 
coverage of any and all services received. Furthermore, if I have not provided consent for insurance billing, I 
understand that it is my responsibility to submit any relevant forms directly to my insurance company for 
possible reimbursement.  
 
3) I agree to give advance notice if I need to cancel or reschedule an appointment and I understand that failure 
to do so may result in a No Show/Late Cancellation Fee which is not eligible for insurance reimbursement. 
 
4) I assert that the information I provide regarding my medical condition is accurate and complete to the best of 
my knowledge. 
 
5) I hereby consent to the University of Oregon, including any of its school officials, releasing my educational records as 
stated below:  Records to be released are specifically related to and being provided for the following purposes: 

(a)  responding to public health and safety emergencies;   

(b)  preventing or controlling disease, injury or disability; 

(c)  furthering my treatment and care; 

(d)  billing third parties for health care services or pharmaceutical drugs provided to me; and to pay for  health 

care services or pharmaceutical drugs provided to me. 

Records may be released to: 
(a)  Public health authorities that are legally authorized to receive reports for the purpose of preventing or 

controlling public health emergencies, disease, injury or disability.   

(b)  Persons who are at risk of contracting or spreading a disease or condition if other law authorizes the  

University to notify such individuals as necessary to carry out public health interventions or investigations.  

(c)  Health care providers treating me and their staff. 

(d)  HIPAA covered entities and their staff participating in the electronic medical exchange network;   

(e)  insurance companies that are obligated to pay for health care services and pharmaceutical drugs provided to 

me; and  

(f)  Other third parties that process payment for health care services and pharmaceutical drugs provided to me.  

***************************************************************************************************************** 
By signing below, I acknowledge and consent to the terms as outlined above. 
 
Full Name Print: __________________________________  Date: ______________________ 
 
Signature: ________________________________________  UO ID #: ___________________ 


