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PEDIATRIC AND ADULT CARE




General Consent to Medical Evaluation and Treatment
I, the undersigned, hereby authorize the healthcare providers at Austin Ear, Nose & Throat Clinic, including physicians, audiologists, physician assistants, nurse practitioners, medical assistants, and other clinical staff, general consent to conduct examinations, perform diagnostic procedures, and administer treatments as deemed necessary for my care.

This includes, but is not limited to:

· Evaluation and treatment of conditions related to the ears, nose, throat, sinuses, head, and neck

· Hearing tests, endoscopic examinations, and imaging orders

· In-office procedures such as nasal endoscopy, laryngoscopy, ear cleaning, allergy testing, and minor surgical procedures

· Prescription of medications or therapy as appropriate

I understand that all treatments and procedures will be explained to me and that I will be given the opportunity to ask questions prior to proceeding.

Acknowledgment of Risk

I acknowledge that medical treatments and procedures carry risks. I understand that no guarantees have been made regarding the outcome of evaluation or treatment. I agree to follow medical advice and instructions as given and will report any adverse changes or reactions.

Right to Refuse Treatment

I understand that I have the right to decline any examination, treatment, or procedure at any time.

                                                       PATIENT ACKNOWLEDGEMENT
I certify that I have read and fully understand the above statements and consent fully and voluntarily to its contents.
Printed name of the patient
Signature of Patient or Responsible Party - Date
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