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7:30 a.m. - 5:00 p.m.



Email:



Tryfena V.Lee 

     

             CONSENT TO CARE AND FINANCIAL RESPONSIBILITY 
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PATIENT NAME 

 
Date of Birth   

 

ACCOUNT NUMBER   
                   
 

MEDICAL TREATMENT: I, the undersigned, hereby 

consent to and permit my attending physician and his/her 

designees, the Sleep Center and its employees, and all other 

persons caring for me to provide treatment and care as may 

be deemed necessary and available to me during my stay in 

the Sleep Center including, but not limited to tests, 

examinations and medical treatment.  I understand that my 

care is under the control of my attending physicians who 

are independent practitioners.  I am aware that the practice 

of medicine is not an exact science and I acknowledge that 

no guarantees or promises have been made to me as to the 

result of treatment or examination at the Overlake Sleep 

Disorders Center. 

 

PHOTOGRAPHS: The taking, reproduction and use of 

photographs will be done in connection with my diagnosis, 

care and treatment at Overlake Sleep Disorders Center. 

Photographs include the use of video and television 

monitoring by the technical staff and physicians.    

 

OBSERVATIONS: For the purpose of advancing medical 

knowledge and training, I consent to the presence of 

observers during tests, examinations and other procedures. 

 

 

 

 

 

RELEASE OF INFORMATION:  I hereby authorize 

Overlake Sleep Disorders Center to disclose all or any part of my 

record, and any other information in the Center’s possession, to 

any other person or entity which is or may be liable for all or part 

of the charges related to my care, including, but not limited to 

worker’s compensation carriers, insurance companies, welfare 

funds, or my employer.  I hereby release Overlake Sleep 

Disorders Center from all legal responsibility or liability, which 

may arise from disclosure of my record as provided in this 

paragraph. I hereby authorize Overlake Sleep Disorders Center to 

furnish requested information excerpts from my record to any 

insurer, it intermediary or another health care facility to provide 

continuity of care. Overlake Sleep Disorder center may 

periodically participate in statistical research studies. I agree that 

statistical information can be released on an 

anonymous/confidential basis. I understand that Overlake Sleep 

Disorders Center keeps a record of the health care services 

provided and that I may request to review my record (a 24 hr 

notification is required).  I may request a copy of all or any part of 

my record, (there is a charge for this service), and I may ask 

Overlake Sleep Disorders Center to correct that record.  Except as 

noted above, Overlake Sleep Disorders Center will not disclose 

my record unless I direct them to do so, unless the law authorizes 

or compels them.  I may see my records or get more information 

about it from the medical records department at Overlake Sleep 

Disorders Center. 

I CERTIFY THAT I HAVE READ THE ABOVE INFORMATION AND THAT I UNDERSTAND IT’S CONTENT, MY 

QUESTIONS HAVE BEEN ANSWERED TO MY SATISFACTION, AND I ACKNOWLEDGE RECEIPT OF A COPY OF 

THIS FORM.  

 
Signature of patient (if not a minor)____________________________________________________Date___________________Time______________ 

 

The patient is unable to consent because_________________________________________________________________________________________ 

 

Signature of parent/guardian/other_____________________________________Relationship__________________Date_____________Time________ 

 

FINANCIAL AGREEMENT/PATIENT RESPONSIBILITIES: 

You have the RESPONSIBILITY to: 

 Provide accurate and complete details about your illness, hospitalization, medications and present conditions. 

 Tell your doctor about any change in your condition or if problems arise. 

 Tell your doctor or nurse if you do not understand your treatment or what you are expected to do. 

 Accept financial responsibility for payment of services, pay your bill promptly or to inform OIMA Billing office if you are unable to 

pay your bill. 

 Notify Overlake Sleep Disorders Center of any changes in healthcare benefits. 
 
Initials _________ of Patient (if not a minor) 

 

Initials _________ of Patient/Guardian or Other ____________________ Relationship___________________ Witness___________________________ 

I UNDERSTAND THAT I CAN REQUEST A COPY OF OVERLAKE SLEEP DISORDERS CENTER’S NOTICE OF PRIVACY 

PRACTICES, WHICH PROVIDES INFORMATION ABOUT HOW MY HEALTH INFORMATION MAY BE USED AND DISCLOSED. 

 

Initials_______________________ of Patient/Guardian            * Initials imply full signature 
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