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Frontera Healthcare Network  
Patient Consent 

 
Name___________________________________________________________  Date __________________________ 
 
Consent for the Treatment  
The patient named above hereby authorizes and consents to any service, including, but not limited to procedures of 
diagnostics, radiology procedures, laboratory procedures, surgical treatments, dental, mental/behavioral health, 
telehealth/virtual services; deemed necessary or advisable by the attending provider(s).  Health facilities are not equipped or 
designed to function as an emergency room.  
Initial _______ 
 
Physician Assistant / Nurse Practitioner Authorization 
I hereby authorize Frontera Healthcare physician to instruct the centers doctor, nurse / or physician assistant to help with 
certain aspects of my health care. I understand that physicians assistants and/or Nurse Practitioners are not licensed 
physician and may not treat or diagnose any illness, injury or medical condition except under the supervision and direction 
of a licensed physician. He/she is a health care professional qualified by academic and clinical education to provide medical 
services the supervision of a licensed physician, although it is not required the physical presence of the medical supervisor.  
Initial ________ 
 
Statement of Confidentiality  
All the information in this interview and record is confidential and will be protected under the HIPAA privacy rule. We are informing you 
that information provided during your visit (behavioral health/dental/ and medical) will be part of your electronic health record and will 
be shared with your immediate healthcare team. This will allow your integrated healthcare team to provide the best comprehensive 
care. We may use and disclose your protected health information to carry out treatment, payment or health care operations. I have the 
right to review the notice of client privacy rights prior to signing the consent. I understand that I have the right to request in writing 
restrictions how my protected health information is used or disclosed to carry out treatment, payment, or health care operations.  I 
understand the center has the right to review and deny this request.  I understand that I may revoke this consent in writing, except to 
the extent that Frontera Healthcare Center has taken action in reliance thereon. 
Intitial _______ 
 
Insurance Assignment 
I hereby authorize payment of Medicare/ Dental/ Other benefits otherwise payable to me, directly to Frontera Healthcare 
Centers.  I also authorize release of any information relating to any claim for myself or minor under my guardianship.  I 
understand that I am responsible for all the costs of treatment to include any services not covered by my insurance benefits. 
The front office staff will make a copy of your insurance cards to keep on file. 
Initial ________ 
 
Communication Consent 
I hereby authorize Frontera Healthcare Network to contact me via phone, text, and/or email (as applicable) to provide me 
appointment reminders, balance due reminders, and emergency notifications as needed related to the clinic.  
Initial ________ 
 
 
I agree and understand the above Consent for Treatment, Statement of confidentiality, Insurance Assignment, and 
Communication Consent. 
 
 
Patient/Guardian Signature __________________________ Relationship to Patient __________________________ 
 
Witness Signature ___________________________________ 
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