
 
 

A. Consent for Examination and Treatment: I hereby authorize the providers and employees of Ochsner Health System 
(“Ochsner”) to provide medical treatment/services which includes, but is not limited to, performing and administering tests and 
diagnostic procedures that are deemed necessary, including, but not limited to, imaging examinations, blood tests and other 
laboratory procedures as may be required by the hospital, clinic, or may be ordered by my physician(s) or persons working under 
the general and/or special instructions of my physician(s). 

1. I understand and agree that this consent covers all authorized persons, including but not limited to physicians, residents, 
nurse practitioners, physicians' assistants, specialists, consultants, student nurses, and independently contracted 
physicians, who are called upon by the physician in charge, to carry out the diagnostic procedures and medical or surgical 
treatment. 

2. I hereby authorize Ochsner to retain or dispose of any specimens or tissue, should there be such remaining from any test 
or procedure. 

3. I hereby authorize and give consent for Ochsner providers and employees to take photographs, images or videotapes of 
such diagnostic, surgical or treatment procedures of Patient as may be required by Ochsner or as may be ordered by a 
physician. I further acknowledge and agree that Ochsner may use cameras or other devices for patient monitoring. 

4. I am aware that the practice of medicine is not an exact science, and I acknowledge that no guarantees have been made to 
me as to the outcome of any tests, procedures or treatment. 

B. Authorization for Release of Information: I understand that my insurance company and/or their agents may need information 
necessary to make determinations about payment/reimbursement. I hereby provide authorization to release to all insurance 
companies, their successors, assignees, other parties with whom they may have contracted, or others acting on their behalf, that 
are involved with payment for any hospital and/or clinic charges incurred by the patient, any information that they request and 
deem necessary for payment/reimbursement, and/or quality review. I further authorize the release of my health information to 
physicians or other health care practitioners on staff who are involved in my health care now and in the future, and to other health 
care providers, entities, or institutions for the purpose of my continued care and treatment, including referrals. 
C. Medicare Patient's Certification and Authorization to Release Information and Payment Request: 
I certify that the information given by me in applying for payment under Title XVIII of the Social Security Act is correct. I authorize 
any holder of medical or other information about me to release to the Social Security Administration, or its intermediaries or 
carriers, any information needed for this or a related Medicare claim. I request that payment of authorized benefits be made on 
my behalf. 
D. Assignment of Insurance Benefits: I hereby authorize any and all insurance companies, health plans, defined benefit plans, 
health insurers or any entity that is or may be responsible for payment of my medical expenses to pay all hospital and medical 
benefits now due, and to become due and payable to me under any hospital benefits, sick benefits, injury benefits or any other 
benefit for services rendered to me, including Major Medical Benefits, direct to Ochsner and all independently contracted 
physicians. I assign any and all rights that I may have against any and all insurance companies, health plans, defined benefit plans, 
health insurers or any entity that is or may be responsible for payment of my medical expenses, including, but not limited to any 
right to appeal a denial of a claim, any right to bring any 
action, lawsuit, administrative proceeding, or other cause of action on my behalf. I specifically assign my right to pursue litigation 
against any and all insurance companies, health plans, defined benefit plans, health insurers or any entity that is or may be 
responsible for payment of my medical expenses based upon a refusal to pay charges. 
E. Valuables: It is understood and agreed that Ochsner is not liable for the damage to or loss of any money, jewelry, documents, 
dentures, eye glasses, hearing aids, prosthetics, or other property of value. 
F. Computer Equipment: I understand and agree that should I choose to use computer equipment owned by Ochsner or if I choose 
to access the Internet via Ochsner’s network, I do so at my own risk. Ochsner is not responsible for any damage to my computer 
equipment or to any damages of any type that might arise from my loss of equipment or data. 
G. Acceptance of Financial Responsibility: I agree that in consideration of the services and supplies that have been or will be 
furnished to the patient, I am hereby obligated to pay all charges made for or on the account of the patient according to the 
standard rates (in effect at the time the services and supplies are delivered) established by Ochsner, including its Patient Financial 
Assistance Policy to the extent it is applicable. I understand that I am responsible for all charges, or portions thereof, not covered 
by insurance or other sources. Patient refunds will be distributed only after balances at all Ochsner facilities are paid. 
H. Communication Authorization: I hereby authorize Ochsner and its representatives, along with any billing service or collection 
agent who may work on their behalf, to contact me on my cell phone and/or home phone using prerecorded messages, artificial 
voice messages, automatic telephone dialing devices or other computer assisted technology, or by electronic mail, text messaging, 
or by any other form of electronic communication. This includes, but is not limited to, appointment reminders, yearly physical 
exam reminders, preventive care reminders, patient campaigns, welcome calls, and calls about account balances on my account or 
any account on which I am listed as a guarantor. I understand I have the right to opt out of these communications at any time. 

 
SCHOOL NAME: ______________________________________________________ 



I. Relationship Between Facility and Physician: I understand that some, but not all, providers furnishing services to the patient are 
not employees or agents of Ochsner. The patient is under the care and supervision of his/her attending physician, and it is the 
responsibility of the facility and its nursing staff to carry out the instructions of such physicians. It is the responsibility of the 
patient's physician/designee to obtain the patient's informed consent, when required, for medical or surgical treatment, special 
diagnostic or therapeutic procedures, or hospital services rendered for the patient under the special instructions of the 
physician/designee. 
J. Notice of Privacy Practices: I acknowledge I have received a copy of Ochsner's Notice of Privacy Practices. 
K. Facility Directory: I have discussed with the organization my desire to be either included or excluded in the facility directory. I 
understand that if my choice is to opt-out of being identified in the facility directory that the facility will not provide any 
information about me such as my condition (e.g. fair, stable, etc.) or my location in the facility (eg room number, department). 
L. LINKS: Ochsner is a LINKS (Louisiana Immunization Network for Kids Statewide) participating facility. 
LINKS is a DHH-sponsored confidential computer system that helps you and your doctor keep track of you and your child's 
immunization history. I acknowledge that I am allowing Ochsner to share this information with LINKS. 
M. TERM: This authorization is valid for this and subsequent care/treatment I receive at Ochsner and will remain valid unless/until 
revoked in writing by me. 

ACKNOWLEDGMENT OF POTENTIAL RISKS OF COVID-19 VACCINE 

It is important that you, as the patient or patient’s legally authorized representative(s), understand and acknowledge the 
following, with regard to administration of the COVID-19 vaccine offered by Ochsner Health: 

• The SARS-CoV-2 virus (“COVID-19”) has caused an unprecedented modern global pandemic that has mobilized scientists and 
drug manufacturers to work to create safe and effective vaccines to get the crisis under control. 

• No vaccine is released in the United States without undergoing rigorous, multi-layered testing and approval by the Food and 
Drug Administration. 

• During a public health emergency, however, vaccines can be released for patient administration by the FDA prior to 
completion of multi-phase clinical trials and approval. This is done by the FDA’s granting of Emergency Use Authorization 
(“EUA”) when the vaccine meets reasonable thresholds for safety and effectiveness and people are in urgent need of care. 
Under an EUA, the FDA has found that known and potential benefits outweigh its known and potential risks. 

• The vaccine for which you are presenting to Ochsner Health has been released under an EUA, which Ochsner Health is 
honoring in its distribution of the vaccine to the public. While the FDA’s authorization indicates its belief that usage is 
recommended over possible risks, there is still the possibility that unknown risks of the vaccine could exist. 

• By signing this document, you acknowledge and assume these risks. Further, you waive any and all claims of liability against 
and hold harmless any Ochsner entity or provider for any harm caused to you by said possible unknown risks of the vaccine. 

 
N. OCHSNER HEALTH SYSTEM: As used in this document, Ochsner Health System means all Ochsner affiliated entities including all 
health centers, surgery centers, clinics, and hospitals. It includes more specifically, the following entities: Ochsner Clinic 
Foundation, a not for profit Louisiana corporation, and its subsidiaries and affiliates, including Ochsner Medical Center, Ochsner 
Clinic, L.L.C., Ochsner Medical Center – Westbank, L.L.C., Ochsner Medical Center – Kenner, LLC, Ochsner Baptist Medical Center, 
L.L.C., Ochsner Medical Center –Northshore, L.L.C., Ochsner Bayou, L.L.C. d/b/a St. Anne General  Hospital, 
East Baton Rouge Medical Center, L.L.C. d/b/a Ochsner Medical Center – Baton Rouge, Chabert Operational Management 
Company, L.L.C. as manager of Leonard J. Chabert Medical Center, Ochsner Health Network, L.L.C, St. Bernard Operational 
Management Company, L.L.C. d/b/a Ochsner Health Center – St. Bernard, Ochsner Urgent Care, L.L.C., Ochsner Urgent Care 1, 
L.L.C., and Ochsner Medical Center – Hancock, LLC as manager of Hancock Medical Center. 
Ochsner Health complies with applicable Federal civil rights laws and does not discriminate on the basis of race, color, national origin, age, disability, 
sex, gender identity or expression. 

Ochsner Health cumple con las leyes federales de derechos civiles aplicables y no discrimina por motivos de raza, color, nacionalidad, edad, 
discapacidad,  sexo, identidad o expresión de género. Llame al 1-833-896-6586 

Ochsner Health tuân thủ luật nhân quyền hiện hành của Liên bang và không phân biệt đối xử dựa trên chủng tộc, màu da, nguồn gốc quốc gia, 
tuổi tác khuyết tật, giới tính, nhận dạng giới tı́nh hoặc biểu hiện. Gọi số 1-833-896-6586. 

 

I have read, understand, and acknowledge the above information and risks and agree to the above-described waiver of claims. 
 
 

Patient/Student Name   Patient/Student Date of Birth               Patient/Student Address 
 
 

Patient/Legal Guardian Signature                                    Date / Time              Telephone Number 
 

Printed Name/Relationship to Patient                                        
Form No. 1073 Rev (Jan 8, 2021) 


