Insert your Health Center’s Name Here

CONSENT FOR PARTICIPATION

 IN A 

GROUP MEDICAL VISIT
I, __________________​​​​​​​​​                           __​​​​​​​​​_​​​ hereby consent to participating in a Group Medical Visit on __             /__           _ /__        _​​_ at __   ______ (am) (pm).

The staff has explained to me the activities that occur during the Group Medical Visit and provided me with the handouts.

I understand that:

____
I will be in a group with my health care provider and other individuals with similar concerns.

____    It is my right to discuss only personal information that I wish to share with the group.

____
It is my responsibility to respect the privacy of others in the group and I will not share their personal information with anybody else.

____
I may speak to my health care provider alone if I have personal concerns to discuss.  

____
I can withdraw from the Group Medical Visit at any time and for any reason.

____
Choosing not to participate will not affect my relationship with my health care provider or my ability to receive service from the health center.

____
Payment for participation is similar to a regular health care provider’s visit.

____
This consent form is a supplement to the general consent for services.

My signature confirms that I clearly understand the activities that occur in a Group Medical Visit and that I am willing to participate.

Patient’s Signature:  ____________________________________________________________________

Provider’s Signature:  ___________________________________________________________________
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