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  Results for a healthier community

Community and Surrounding Areas Form

Disclaimer 
Having requested the following laboratory screening tests:


Circle specific tests requested

Pregnancy Test    Lipid Panel    Hemogram    Hemoglobin A1C    TSH    PSA

I understand that:

· Laboratory results from the Healthier Community program are for informational purposes only and are not a substitute for medical advice, diagnosis or treatment

· I am aware that I should consult a physician before I stop, start or change any treatment plan, including the use of medication.

· I am responsible for consulting a physician.

· Neither Gritman Medical Center, or its employees, will interpret the results for me.

· I understand that results that fall within the “normal” range do not ensure health.

· I understand that results that fall outside the “normal” range may not indicate disease.

· I understand that lab tests are not a substitute for a full medical evaluation by a physician.

Please initial each statement:

_____I will not hold liable Gritman Medical Center, its officers, directors, employees, affiliates and sponsors liable for any outcomes which may result from my participation in this testing option.

_____If I have requested that my results be mailed to me at the address listed on the Consent Form, I retain all responsibility should someone else at that address view these results.  

_____I have provided a phone number at which I can be reached in the event that critical laboratory values are obtained.

_____I understand that my results will not be sent to a physician and that I am responsible to take my results to my personal medical provider.

_____I understand that I am expected to pay Gritman Medical Center in full at the time of service, that no other billing will occur, and that there is no refund option available.  If I am eligible to receive Medicare benefits, I am aware that Medicare does not cover this service and I am fully responsible for payment at this time.  

I have read and understand the information provided to me in this disclaimer.

___________________________________________________     ________________________

Signature                                                                                                                 Date
Consent for Testing

Last Name:____________________________First Name:_______________________________
Address:______________________________________________________________________
City:__________________________________________State:____________Zip:____________
Phone:_______________ Date of Birth:____________________Gender:   Male         Female



                                            Must be 18 years old
I request that the Gritman Medical Center Laboratory staff perform the following tests:

⁭     $15 Pregnancy Test:  Tests for Pregnancy
⁭     $25  Lipid Panel:  Cholesterol, Triglyceride, HDL, and Direct LDL
⁭     $25  Hemogram:   Screening for anemia, leukemia, infection and inflammatory processes and includes White and Red Cell counts, Hemoglobin and Hematocrit, and Platelet Count.
⁭     $30  Hemoglobin A1C:  Measures historical blood sugar control for up to 3 months and  

is used to diagnose and monitor diabetes.

⁭     $25  TSH:  Tests for Thyroid Function

⁭     $30  PSA for Men:  Screening for Prostate cancer.







               Total Amount Due   $______________

How would you like to receive your lab test results?

⁭     Mail to the address above.

⁭     Will pick up my test results.

How did you hear about the “Results for a Healthier Community Program”?

⁭     Word of Mouth

⁭     Website

⁭     Newspaper
⁭     Other

I hereby authorize Gritman Medical Center to perform the laboratory tests I have requested.

___________________________________________________     ________________________

Signature                                                                                                                 Date

___________________________________________________     ________________________
Release


I HEREBY on behalf of myself and all of my representatives, legal representatives, creditors, heirs, and assigns, release, acquit and forever discharge Gritman Medical Center, its agents, employees and all other persons whomsoever directly or indirectly liable, from any and all claims, causes of action, damages or claims of damage whatsoever, including negligence, both in law and equity, or in any way resulting from personal injury or death, or other damages sustained by me, as a result of my self referral for the test or tests I have requested be performed by Gritman Medical Center.


DATED this ________________day of______________________, 20__.

Date:_____________

________________________________________________

Name



 ________________________________________________





Address





________________________________________________
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