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Student Health Service

CONSENT FOR TREATMENT

The Student Health Service collects health information from you and stores it in written and electronic formats. This is your health information. The health information is the property of the Student Health Service, but the information is accessible to you. The Student Health Service protects the privacy of your health information. The law permits the Student Health Service to use or disclose your health information for the following purposes:

Treatment:  Your health information can be used or disclosed by the Student Health Service to enable the Student Health Service to provide you with medical treatment. 

Payment: Your health information can be used or disclosed by the Student Health Service to enable the Student Health Service to receive payment. 

Operations: Your health information can be used or disclosed for Student Health Service operational purposes.

Personal Use: Your health information can be disclosed to you.
The Stony Brook Student Health Service has the right to use and disclose your health information for treatment, payment or operations once you have signed this consent form as required by State law.  Once you sign this general written consent form, it will be in effect indefinitely until you revoke your general written consent. You may revoke your general written consent at any time (in writing), except to the extent that we have already relied on it. For example, if we provide you with treatment before you revoke your general written consent, we may still share your health information with your insurance company in order to obtain payment for that treatment. To revoke your general written consent, please write to the Student Health Service Medical Records Manager.

I herby authorize the Stony Brook University Student Health Service staff:

· To access information from my health history and records,

· To administer and perform any medical examinations, treatments, or diagnostic procedures deemed necessary,

· To administer vaccinations and immunizations related to my health care during my enrollment as a student at Stony Brook University.

· To provide me a medical note upon my request, if appropriate (to be determined by a practitioner).  This note will include my name, the date of visit, or other information requested by myself. 

In addition, I understand:

· I may be asked to give specific consent for certain medical procedures.

· I have the right to refuse diagnostic or treatment services, or to revoke this consent.

· In order to provide the best possible treatment, my provider may consult with other professionals within the Student Health Service and the Stony Brook University Counseling Center about issues directly related to my treatment.

· Any information, which is part of my medical record at the Student Health Service, will be treated with strictest confidentiality.  I also understand that there are important legally mandated exceptions to confidentiality.  

These include:  

1. Reportable conditions, such as meningitis, tuberculosis, and specific sexually transmitted infections, which constitute public health risks;

2. Threat of immediate danger to self or others, such as suicide or homicide;

3. Any incidence of suspected elder or child abuse, neglect, or maltreatment; and

4. In legal cases, the court may subpoena clinicians or clinical records.

I also understand that in the event of a medical emergency, information necessary to provide appropriate treatment may be disclosed.

By signing this consent form, I am acknowledging that I have read and understood the above material regarding Stony Brook University Student Health Service procedures.

 I hereby authorize the Student Health Service and its medical staff to use and disclose my personal health information, as necessary, for the purposes of obtaining medical treatment, facilitating the payment for such treatment and for normal business operations. 

_________________________________
 _______             ____________________

Patient Signature 



 Date
               ID #
__________________________________     
______

Signature Parent /Legal Guardian (If under age 18)

Date

