
Test organisation – Master Consent & Acknowledgment

1. Consent for Treatment
By agreeing below, I, sdfgs sdfgsd, consent to receive medical evaluation, diagnosis, treatment, and follow-up care from clinicians affiliated with Test organisation, including physicians, nurse practitioners, and other licensed professionals.
This includes ordering and reviewing lab tests, imaging, prescriptions, and preventive screenings.
I understand that my care may be delivered by telehealth or in-person, depending on my needs.
I understand that medicine is not an exact science, and no guarantees have been made about results.

2. Telehealth Consent
I consent to the use of telehealth technologies (video, phone, or secure messaging) to receive care.
I understand that telehealth has limitations compared to in-person care, including possible technology interruptions.
I understand that my provider may recommend in-person care if it is clinically necessary.
I confirm that at the time of my telehealth visit, I will be physically located in the state of Valle del Cauca, where my provider is licensed.

3. HIPAA Acknowledgment & Privacy
I acknowledge that I have received or had the opportunity to review the Notice of Privacy Practices (NPP) describing how my health information may be used and shared under HIPAA https://www.behuman.health/privacy).
My information may be shared with payers, pharmacies, labs, and other providers for treatment, payment, or healthcare operations.
I understand that I may ask for restrictions on specific uses or disclosures.

4. Assignment of Benefits & Financial Responsibility
I authorize Test organisation to bill my insurance directly for services I receive.
I assign insurance benefits to be paid directly to Test organisation.
I understand that I am responsible for copayments, deductibles, or charges not covered by my plan.
If I do not have insurance or if my plan does not cover certain services, I agree to be financially responsible.

5. Communication Consent
I consent to receive appointment reminders, test results, and other communications by phone, email, or text message.
I understand that these methods may carry some risk of unauthorized access.
I may change my communication preferences at any time by letting the practice know.

6. Patient Rights & Responsibilities
I have the right to respectful, private, and timely care.
I agree to provide accurate health information and to engage honestly with my provider.
I understand that abusive or inappropriate behavior may result in dismissal from care.

7. Optional Program Enrollment (if applicable) For patients enrolled in ongoing care management
programs (such as Principal Care Management [PCM] or Chronic Care Management [CCM]):
I consent to monthly outreach, follow-up, and coordination by my care team.
I understand this program may be billed monthly to my insurance, and
I may not enroll with another provider for the same program at the same time.

8. Patient Authorization & Acknowledgment
By checking the box and selecting “I Agree” below, I confirm that:
• I have read and understood this Master Consent & Acknowledgment.
• I had the opportunity to ask questions.
• I consent to treatment and acknowledge HIPAA, telehealth, billing, and communication terms above.
• My electronic acknowledgment carries the same legal effect as a handwritten signature.


