
Patient Name:  
Date of Service:                                                                          MRN:                                                                                              DOB:                                                      

Throughout this document, the reference to “Carle” collectively refers to Carle Health and its hospitals and providers. For a listing of all Carle locations and providers, please 
visit www.carle.org or call our main number at 217-383-3311. You must sign this form prior to receiving treatment except in the case of an emergency.

CONSENT FOR TREATMENT AND GENERAL ACKNOWLEDGMENTS
• I consent to the provision of care, diagnostic procedures, laboratory testing and medical treatment as my physician(s) and/or other healthcare provider(s) deem necessary. 

If surgery, complex diagnostic, therapeutic procedures and/or blood or blood products are required, my practitioner will discuss these with me and additional informed 
consent may be obtained. I understand that there are no warranties or guarantees regarding the services and care provided.

• Some care may be provided using telehealth technology and I consent to participate in telehealth consultations.
• I consent to the taking of photographs or video recordings that document conditions, treatments or procedures and understand that such images may be used for 

medical, research or teaching purposes. I understand that I am not allowed to take pictures or make video or audio recordings of my care, other patients, Carle employees, 
providers, or students in Carle facilities.

• Information I provide regarding religious affiliation will be available to clergy affiliated with my congregation unless I indicate otherwise to admission staff.
• I understand that Carie’s mission includes research to advance knowledge and medical breakthroughs. I understand that Carle may use or share my excess body tissue or 

body fluid for educational and research purposes in accordance with law. If my specimen(s) or other material(s) are provided to third parties, the specimen(s)/material(s) 
will be made anonymous.

• I understand that the providers participating in my care, including my physician, may be either employees of Carle or independent contractors who are not employees or 
agents of Carle, but are permitted to use Carle facilities for the care and treatment of their patients.

• I understand that as a teaching institution, medical residents and clinical students may participate in my care unless I request otherwise. I understand that if I refuse a 
medical student or resident, I must communicate my preference to my healthcare provider at the time of treatment. Carle will attempt to honor the request to exclude a 
resident or clinical student where feasible and if such exclusion will not be detrimental to my healthcare.

• I understand that Carle will not be responsible for the loss, destruction, or theft of any personal property that I bring with me to Carle. I take full responsibility and release 
Carle from any responsibility or liability for my personal property.

• I acknowledge that Carle uses video surveillance throughout its facilities to ensure a safe and secure environment for patient, visitors, and staff.

RELEASE AND SHARING OF RECORDS
I understand Carle may share records, charts, x-rays, laboratory work or similar information regarding my medical care with other Carle entities for the purposes of my 
treatment. Carle may release any medical records related to this medical visit to other providers who participate in my care. I acknowledge that Carle shares its electronic 
medical record system with other healthcare entities through the Community Connect program. When I am treated by practitioners using this combined system, those 
individuals will have access to my medical information and use the same medical record system to document information about care and services for purposes of continuity 
of care. Once my information is combined, it cannot be separated. I understand and acknowledge that federal and state laws require certain medical conditions/diseases to 
be reported to government agencies. Such conditions/diseases include HIV/AIDS and sexually transmitted diseases.

NOTICE OF OBSERVATION STATUS
Should you be admitted to a Carle facility as an “inpatient,” your admitting provider may change that status to “observation” following a review of your medical needs. 
That change in status may impact your insurance coverage under the federal Medicare program, the medical assistance program under Article V of the Illinois Public Aid 
Code, or your commercial insurance policy for the current hospital stay, including medications and other pharmaceutical supplies, as well as coverage for any subsequent 
discharge to a skilled nursing facility, home, or community based care. We encourage you to contact your insurance company to better understand the implications of 
being placed into the “observation” status.

ASSIGNMENT OF INSURANCE BENEFITS AND INSURANCE COMMUNICATIONS
I authorize Carle to bill my insurance(s) directly whether that insurance is identified by Carle or by me before or after care is rendered. I authorize my insurance(s) to make 
payments directly to Carle for all services provided, but not exceeding the charges due. I give Carle permission to communicate with my insurance companies and/or state 
agencies on my behalf to assist with managing my rights and benefits.

CONSENT

UNIVERSAL CONSENT
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 Carle Foundation Hospital                                                  
 Carle Physician Group                                                         
 Carle Hoopeston Regional Health Center                                              
 Carle Richland Memorial Hospital                                              
 Carle BroMenn Medical Center                                              
 Carle Eureka Hospital                                                          
 Carle West Physician Group                                               
 Carle Methodist Hospital                                                                     
 Carle Pekin Hospital                                                                    
 Carle Proctor Hospital                                                                    



RECEIPT OF NOTICE OF PRIVACY PRACTICES AND PATIENT RIGHTS AND RESPONSIBILITIES
I have been provided a copy of the Notice of Privacy Practices and Patient Rights and Responsibilities, made available to me as a handout or as part of the Patient 
Registration and Admitting Information Booklet.

PAYMENT AGREEMENT
I assume full responsibility for and agree to pay all costs, charges and expenses incurred by me for the medical care provided by Carle, whether as an inpatient or outpatient. If 
my insurance coverage or qualifying financial assistance and/or charity care is not sufficient to satisfy such costs, charges and expenses in full, or I do not follow guidelines of 
my insurer and the resulting balance is not covered, I will be fully responsible for payment of this balance when allowed by law and/or insurance contracts.

CONSENT TO RECEIVE EMAIL COMMUNICATIONS AND AUTO−DIALED MESSAGES/CALLS
I consent to receive auto-dialed and/or artificial or pre-recorded message calls and/or text messages to my phone number and any other telephone number that I have 
provided or will provide or that is available to Carle from third parties, including my wireless(s) numbers. I authorize Carle and/or their affiliates and agents, including 
without limitation, any account management companies, debt collectors, appointment reminder software, and/or general messaging services to use automated dialing 
technology and pre-recorded messages, phone calls or texts even if I am charged for the call or text under my phone plan. I agree that any such contact is not considered 
“unsolicited” for purposes of local, state, or federal law. By providing Carle with my email address, I consent to receive email communication concerning my treatment and 
obligations including any disclosures required by federal or state law. Such disclosures include those required of the Electronic Funds Transfer Act and Regulation E, the 
federal Fair Debt Collection Practices Act, the federal Telephone Consumer Protect Act and any other applicable federal, state, or local law. Email communication may 
come from Carle and/or their affiliates and agents including collection agents and service providers. The communication may include document attachments or links to 
documents which can be printed or saved to your personal device. This consent will not expire and applies to any and all Carle encounters whether previously created or 
which will be created in the future. I can revoke this consent only by notifying Carle in writing.

ILLINOIS FAIR PATIENT BILLING ACT
Depending on the services I receive today, I understand that I may receive separate bills for services provided by Carle providers or other providers outside Carle who 
provide health care services. Further, I understand that some health care providers may not be participating providers with the same insurance plans and networks as 
Carle. As a result, I understand that I may have a greater personal financial responsibility for services provided by health care professionals who are not under contract 
with my health plan. I understand that questions about my coverage or benefit levels should be directed to my health insurance carrier. I may contact a Customer Service 
Representative at (888) 712-2753 or (888) 71-Carle with any questions about my bill. I understand that Carle will use automated processes based on information I 
provide to Carle to determine my eligibility for financial assistance offered by the hospital, public health insurance programs, or other discounted care known to Carle. I 
consent to such screening process at the earliest reasonable moment for potential eligibility.

RELEASE AND WAIVER
I understand that some healthcare professionals providing services are not employees or agents of Carle. These individuals wear a unique identification badge issued by 
Carle with the name of their employer and/or a badge issued by their own employer with that company’s logo. Independent, non-employed medical providers have been 
granted permission to provide medial care and treatment to his/her patients at Carle. As such, independent, non-employed providers are not subject to the supervision or 
control of Carle. I also understand that independent practitioners may bill separately for their services.

NOTICE OF INDEPENDENT PRACTITIONERS
• I acknowledge and understand that there will be physicians, consultants, surgeons, hospital-based physicians (such as pathologist, radiologists, emergency physicians, 

anesthesiologist, and hospitalists), non-physician providers (such as CRNAs, nurse practitioners, and physician assistants), and surgical vendor representatives, who 
provide services at CARLE HEALTH PROCTOR HOSPITAL and CARLE HEALTH PEKIN HOSPITAL and who are not employees or agents of CARLE HEALTH PEKIN 
HOSPITAL CARLE HEALTH PROCTOR HOSPITAL, but instead are independent medical practitioners or contractors (“Independent Practitioners”).

• I understand that these non-employed Independent Practitioners exercise their own independent medical judgment, and that they are solely responsible for the care, 
treatment, and services that they order, request, direct, or provide.

• I acknowledge that these non-employed Independent Practitioners are not subject to the supervision or control of CARLE HEALTH PROCTOR HOSPITAL or CARLE 
HEALTH PEKIN HOSPITAL, and that the employment or agency status of physicians and other providers who treat me is not relevant and will not affect my selection of 
CARLE HEALTH PROCTOR HOSPITAL or CARLE HEALTH PEKIN HOSPITAL for my care.

• I acknowledge that any questions about the Independent Contractor Disclosure form and the important information contained in it have been answered to my satisfaction.
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ACKNOWLEDGMENT AND UNDERSTANDING

I understand this consent will expire (1) year from the date the document is signed unless otherwise specified. I acknowledge that this consent applies to all patient 
encounters with Carle Health prior to the expiration of this consent. I understand that Carle cannot honor any changes that I make to this document. I have read (or had 
read to me) and understand the above information and agree to its content.

Signature of Patient or Authorized Person Date Time

Signature of Witness Date Time

INTERPRETER SERVICES
I have provided interpretation in                                                                                                        (type of language) of any verbal and/or written information, including this 
consent form, that have been provided to the patient/authorized person to consent.

Interpreter Name (print full name) Badge # Date Time

Signature (or if remote source, indicate company used)
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