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Information privacy:  I acknowledge receipt of Zanto Medical Center’s Notice of Privacy Practices.  Zanto Medical Center practitioners and staff will use and disclose you personal health information to treat you, to receive payment for the care provided and for other health care operations.
Immunization Consent:  I give consent for any vaccination information to be entered into the Department of Public Health and Human Services Immunization Information System (IIS). IIS is a confidential computer system that contains immunization records.  I understand that information in the registry may be released to my health care providers, childcare facilities, schools in which my child/myself are enrolled.  I understand that I can revoke this authorization and have the records removed at any time by contacting Zanto Medical Center.  
Patient Rights and Responsibilities: I acknowledge receipt of Zanto Medical Center’s Patient Rights and Responsibilities outlining my rights as a patient and my responsibilities as a patient of Zanto Medical Center.
Prescription History: I authorize and give consent for Zanto Medical Center to obtain my prescription history from external sources.
Consent to Treatment:  By presenting for treatment to any Zanto Medical Center location, being connected to telehealth services with a Zanto Medical Center provider, or by being present with this form at an off-site location, I consent too any routine services and diagnostic procedures that may be necessary.  If I leave without the consent of the provider, I will be liable for the consequences of such a decision.
Consent to telehealth services: Telehealth services (1) can occur over the telephone, or (2) occur over the internet using an audio/visual telehealth service.  When receiving telehealth services, I consent to being evaluated and/or treated by a provider who is not in the same physical location as I am.  I understand that telehealth services are delivered at a cost, and that myself and/or my insurance will be responsible for payment to Zanto Medical Center.  I attest that I will receive telehealth services only when I am physically located in Montana and in a safe and private location(s).
Authorization, Assignment and Guarantee of payment: I have provided complete and accurate demographic information and insurance billing information, allowing Zanto Medical Center to act as my billing agent for services rendered.  The undersigned agrees to “assign” to Zanto Medical Center all insurance benefits available for any professional and clinic services rendered within Zanto Medical Center, payable directly to Zanto Medical Center.  The undersigned agrees to promptly pay for any charges or residual insurance balances (within 30 days) unless other arrangements have been made.  I understand that should I default on payment of my account and collection agency services are required, all costs of collections up to 45% of the balance, including attorney/court costs will be added to the balance of my account. This authorization shall remain in effect and may be applied to all future services, rendered for me or my dependents for up to one (1) year from the date of signing. This authorization may be withdrawn in writing before the 1 year has run, however, the collection provision shall remain in effect as to services already rendered and the Provider may refuse future medical care or services, unless another agreement is signed allowing for collection fees and costs, as set forth above.
Consent for care of a minor:  I authorize Zanto Medical Center to diagnosis and/or treat the minor child, of whom I am the parent/legal guardian.  


												
Patient Name Printed							Date of Birth


												
Patient/Parent/Guardian Signature						Date of Signature
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