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| understand that the University of North Carolina Health
Care System (UNC Health) is an integrated health system
made up of various entities as reflected at Network

Entities Document Applicability website (each referred to

in this form as a “UNC Health affiliate” or collectively as
“UNC Health affiliates”). This consent will be effective

for 1 year after the date | sign it at any UNC Health
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affiliate of which | am a patient; however, this consent
will not expire for services, claims processing or
collection activities for admissions or visits occurring

while this consent was in effect.
Consent for Treatment/Care

| consent to treatment and care by UNC Health affiliates
and by their physicians and health care providers,
including those who are located at sites other than the one
at which | am present and who provide treatment and care
through electronic communications/ telemedicine. | also
consent to treatment and care by physicians and health
care providers who are not employees or agents of UNC
Health affiliates (including but not limited to physicians and
providers in the specialties of emergency medicine,

anesthesia, surgery, pathology, psychiatry, obstetrics and
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gynecology, radiology, oncology, cardiology, neurology,
pediatrics and internal medicine) but are authorized by
UNC Health affiliates to provide treatment and care to me
as a patient of the UNC Health affiliate, and who provide
services to the UNC Health affiliates’ patients in
accordance with their professional judgment (collectively,
“Independent Providers”). | understand that my treatment
and care may include routine care, such as
immunizations, and a variety of other medical services
depending on my condition, such as laboratory testing. |
can receive a list of services and care that | have received
from UNC Health affiliates. | understand that my care
team at UNC Health affiliates may include resident
physicians and students or other trainees. | am aware that

the practice of medicine (including surgery) is not an exact
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science, and no one has made any guarantees about the

results of my treatments, examinations, or procedures.
Consent for Use and Release of Information

| give permission to UNC Health affiliates — including their
treating and referring providers and other staff members —
to release any information about me, my health, the health
services provided to me, or payment for my health
services as permitted by law. For more detailed
information about the way my information may be used or
released, | can read UNC Health’s Notice of Privacy

Practices.

| give permission to UNC Health affiliates and their
employees, agents, and contractors to take photographs

or make videos of me for permissible treatment, payment,
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health care operations, education and for research
purposes where either | have given consent or an
Institutional Review Board has approved as long as such
recordings are consistent with policies and laws that

protect my rights.
Consent for Use Within UNC Health

| further give permission to UNC Health affiliates and their
treating providers and other staff members to disclose to
each other any of my sensitive information necessary for
my treatment, including information related to behavioral
and/or mental health (including records of my treatment by
a facility whose primary purpose is to provide services for
the care, treatment, habilitation, or rehabilitation of the
mentally ill, developmentally disabled, or substance
abusers, as defined by N.C.G.S. Chapter 122C, Articles 1
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and 3), drugs and alcohol (including records of a provider
that provides alcohol or drug abuse diagnosis, treatment,
or referral, as defined by federal law at 42 C.F.R. Part 2),
HIV/AIDS and other communicable diseases, and genetic

testing.
Financial Responsibility

| understand and agree that physician charges for medical
and related professional services performed or supervised
by a physician will be billed separately from hospital
charges. | understand that my actual charges may be
different from charge estimates given to me. | also
understand that an insurance company may not pay the
full amount of my charges, and | may be responsible (as a
patient, spouse, guardian, or the parent of a minor child)

for the amount not paid. If | do not have health insurance
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or have not provided current or accurate insurance
information, | am responsible for payment of all charges.
If | have overpaid any of my accounts with a particular
UNC Health affiliate, | agree that the overpayment may be
applied to pay any outstanding charges on any of my
accounts with other UNC Health affiliates. | designate
UNC Health as my authorized representative with respect
to any health or liability insurance policy or any group
health plan, fund or program applicable to me, and |
authorize UNC Health to exercise on my behalf any
grievance, claim or appeal rights, including external review
rights, | may have under any such health or liability

insurance policy or group health plan, fund or program.
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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
health care under the Medicare or Medicaid programs is
correct. | request that payment of authorized benefits be
made to the appropriate UNC Health affiliate on my behalf.
| authorize UNC Health affiliates to bill directly and assign
the right to all health and liability insurance benefits
otherwise payable to me, and | authorize direct payment to

the appropriate UNC Health affiliate.
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Social Security Number

| have given my social security number voluntarily. UNC
Health affiliates may use it for accurate identification, filing
insurance claims, billing and collections, and compliance

with federal and state laws.
Wireless Telephone Number and Electronic Mail

UNC Health affiliates, Independent Providers (as defined
above), and/or any of their respective agents,
representatives, or business associates (including their
billing service providers or debt collectors), may contact
me by electronic mail or telephone (including phone calls,
prerecorded messages using automated technology, or
text messages) at any electronic mail address or number

contained in my UNC Health affiliate’s or my Independent
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Provider’s records, including wireless telephone numbers,
for the purposes of communicating with me about my
health care, requesting information about patient
satisfaction, servicing my account, and/or collecting
amounts due. | also understand that UNC physician
researchers or members of their research team may also
contact me via phone or electronic mail to determine my
interest in participating in human subjects research. |
consent to receive electronic mail, text messages, phone
calls, and prerecorded messages using automated
technology from UNC Health Care affiliates, Independent
Providers, and/or any of their respective agents,
representatives or business associates, including their
billing service providers or debt collectors. .| understand
that consent to receive electronic mail, text messages,

phone calls, and prerecorded messages using automated
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technology is not required to receive health care services.
| understand that if | wish to revoke consent to receive
communications from UNC Health affiliates via phone
calls, text messages, prerecorded messages using
automated technology, or electronic mail, | may do so by
following the instructions in the communication regarding
opt-out, if any, or by calling UNC Health Customer Service
at (888) 996-2767. If | wish to revoke consent to receive
communications from an Independent Provider via phone
calls, text messages, prerecorded messages using
automated technology, or electronic mail, | may do so by
following the instructions in the communication regarding
opt-out, if any, or by contacting the Independent Provider

directly.
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Personal Property

Unless | am a resident of a skilled nursing facility, |
understand that UNC Health affiliates do not assume
responsibility for my personal belongings that | keep in my
possession, and | release UNC Health affiliates from all
liability for the loss or theft of, or damage to, such

belongings.

| UNDERSTAND THAT | MAY WITHDRAW THIS
CONSENT IN WRITING. MY WITHDRAWAL WILL NOT
BE EFFECTIVE FOR ACTIONS ALREADY TAKEN BY
ANY UNC HEALTH CARE AFFILIATE, ORIN
PROGRESS.

| AUTHORIZE UNC HEALTH CARE AFFILIATES TO
RELEASE ALL RECORDS REQUIRED TO ACT ON
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THESE REQUESTS. | HAVE READ AND UNDERSTAND
THIS FORM, BEEN OFFERED A COPY, AND | AM THE
PATIENT OR | AM AUTHORIZED TO ACT ON BEHALF
OF THE PATIENT TO SIGN THIS FORM.

PATIENT SIGNATURE (or Authorized Representative)

DATE: TIME:

PRINTED NAME

RELATIONSHIP, if not patient:
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GUARANTOR OF PAYMENT: This line may be signed by
someone who wishes to agree to be responsible for
payment other than: 1) the patient, 2) the patient’s spouse,

or 3) a minor patient’s parent.

By signing as guarantor below, | agree to pay all charges
of any UNC Health Care affiliate not paid, even if | am

otherwise not legally obligated to pay.

GUARANTOR OF PAYMENT SIGNATURE

DATE: TIME:

PRINTED NAME
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