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I understand that the University of North Carolina Health Care System (UNC Health Care) is an integrated health 
system made up of various entities, including (but not necessarily limited to) UNC Hospitals; Rex Hospital, Inc.; Rex 
Physicians, LLC; High Point Regional Health; Regional Physicians, LLC; Caldwell Memorial Hospital, Incorporated; 
Chatham Hospital, Inc.; Henderson County Hospital Corporation d/b/a Margaret R. Pardee Memorial Hospital; the 
University of North Carolina at Chapel Hill, School of Medicine; UNC Physicians Network, LLC; and UNC 
Physicians Network Group Practices, LLC (referred to in this form as “UNC Health Care affiliates”).  This consent 
will be effective for 1 year after the date it is signed at any UNC Health Care affiliate of which I am a patient; 
however, this consent will not expire for services or claims processing for admissions or visits occurring while 
this consent was in effect. 
 
Acknowledgement of Notice of Privacy Practices  
The Notice of Privacy Practices is a complete description of my privacy rights as a patient of UNC Health Care 
affiliates.  By signing below, I am stating I have received UNC Health Care’s Notice of Privacy Practices. 
 
PATIENT: ________________________________________________ OR  Notice Previously Received 
(or Authorized Representative)   
 
Consent for Treatment/Care 
I consent to treatment and care by UNC Health Care affiliates and by their physicians and health care providers.  I 
also consent to treatment and care by physicians and health care providers who are not employees or agents of  UNC 
Health Care affiliates but are authorized by UNC Health Care affiliates to provide treatment and care to me as a 
patient of the UNC Health Care affiliate.  I am aware that the providers listed on Exhibit A to this consent are 
independent contractors of UNC Health Care affiliates, as listed, and they provide services to the UNC Health Care 
affiliate’s patients in accordance with their professional judgment.  The providers listed on Exhibit A are not 
employees or agents of the UNC Health Care affiliate.  I understand that my treatment and care may include routine 
care, such as immunizations, and a variety of other medical services depending on my condition, such as laboratory 
testing.  I can receive a list of services and care from my health care provider.  I understand that my care team at UNC 
Health Care affiliates may include resident physicians and students or other trainees.  I am aware that the practice of 
medicine (including surgery) is not an exact science, and no one has made any guarantees about the results of my 
treatments, examinations, or procedures. 
 
Consent for Use and Release of Information 
I give permission to UNC Health Care affiliates – including its treating and referring providers and other staff 
members – to release any information about me, my health, the health services provided to me, or payment for my 
health services, that may be necessary: (1) for my treatment (to health care providers or facilities that need the 
information for my continued care); (2) for any purposes related to payment by me or a third party for services (to 
determine eligibility, to process an insurance claim, for utilization and quality review, or for billing or collection 
purposes, as necessary to obtain payment); or (3) for the health care operations of the UNC Health Care affiliate or 
another health care provider that has had a relationship with me (quality assessment, training programs, planning, and 
fundraising).  For more detailed information about the way my information may be used or released, I can read the 
UNC Health Care’s Notice of Privacy Practices.  
 
I give permission to UNC Health Care affiliates and their employees, agents, and contractors to take photographs or 
make videos or drawings of me for permissible treatment, payment, or health care operations purposes (which may 
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include quality assessment, education, and training), as long as consistent with policies and laws that protect my 
rights. 
 
I further authorize release of financial information and activity related to payment for services to:  
 
Name of Individual:  ____________________________________________________________________________  
 
Relationship to Patient:  ____________________________________________________________________ 
 
 
Financial Responsibility  
I understand and agree that physician charges for medical and related professional services performed or supervised 
by a physician will be billed separately from hospital charges. I understand that my actual charges may be different 
from charge estimates given to me.  I also understand that an insurance company may not pay the full amount of my 
charges, and I may be responsible (as a patient, spouse, or the parent of a minor child) for the amount not paid. If I do 
not have health insurance or have not provided current or accurate insurance information, I am responsible for 
payment of all charges.  If I have overpaid any of my accounts with a particular UNC Health Care affiliate, I agree 
that the overpayment may be applied to pay any outstanding charges on any of my accounts with other UNC Health 
Care affiliates.  
 
Medicare/Medicaid/Insurance Certification, Assignment & Payment Request 
I have been informed that Medicare will only pay for services that it determines to be reasonable and necessary under 
section 1862(a)(1) of the Medicare Law. I certify that the information given by me or by my authorized representative 
in applying for payment for my health care under the Medicare or Medicaid programs is correct. I request that 
payment of authorized benefits be made to the appropriate UNC Health Care affiliate on my behalf. I authorize UNC 
Health Care affiliates to bill directly and assign the right to all health and liability insurance benefits otherwise 
payable to me, and I authorize direct payment to the appropriate UNC Health Care affiliate. 
 
Social Security Number 
I have given my social security number voluntarily.  UNC Health Care affiliates may use it for accurate identification, 
filing insurance claims, billing and collections, and compliance with federal and state laws. 
 
Wireless Telephone Number 
UNC Health Care affiliates, or their agents or representatives, may contact me by telephone at any number contained 
in my UNC Health Care affiliate’s records, including wireless telephone numbers, for the purpose of servicing my 
account and collecting amounts due.  Methods of contact may include pre-recorded or artificial voice messages and 
the use of automatic dialing services.   
 
Personal Property 
I understand that UNC Health Care affiliates do not assume responsibility for my personal belongings that I keep in 
my possession, and I release UNC Health Care affiliates from all liability for the loss or theft of, or damage to, such 
belongings. 
 
Patient List 
As a convenience to patients and visitors, UNC Health Care affiliates may keep a list of patients currently receiving 
services at its facility so that we may provide the following information to people who ask for patients by name: 
location of the patient in the facility and the patient’s general condition. If you prefer to have your information 
removed from this list, please initial below. 
 
_____ (initial) I do not want to be included in UNC Health Care affiliates’ patient lists.  Please remove my name. 
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Religious Information 
UNC Health Care affiliates may provide a patient list for community clergy when they request it.  This list includes 
the name and location of the patient, the patient’s general condition, and the patient’s religious affiliation.  If you 
prefer to have your information removed from this list, please initial below. 
 
_____ (initial) I do not want to be included in UNC Health Care affiliates’ list provided for clergy.  Please remove my 
name.  I understand that those employed by a UNC Health Care affiliate as chaplains may still obtain this information. 
 
Sharing Information with Family and/or Friends 
As a courtesy, limited health information may be shared with family, friends and authorized representatives under the 
following conditions: (1) the information is related to patient care or payment for care, or (2) the information is 
needed to notify individuals about the patient’s location, general condition or death.  If you prefer UNC Health Care 
affiliates not share this information, please initial below. 
 
______ (initial) I do not want personal health information shared with family, friends, and/or representatives. 
          
I UNDERSTAND THAT I MAY WITHDRAW THIS CONSENT IN WRITING.  MY WITHDRAWAL WILL 
NOT BE EFFECTIVE FOR ACTIONS ALREADY TAKEN BY ANY UNC HEALTH CARE AFFILIATE, 
OR IN PROGRESS. 
 
I AUTHORIZE UNC HEALTH CARE AFFILIATES TO RELEASE ALL RECORDS REQUIRED TO ACT 
ON THESE REQUESTS. I HAVE READ AND UNDERSTAND THIS FORM, RECEIVED A COPY, AND I 
AM THE PATIENT OR I AM AUTHORIZED TO ACT ON BEHALF OF THE PATIENT TO SIGN THIS 
FORM. 
 
__________________________________________ DATE: ________________ TIME: ________________ 
PATIENT SIGNATURE (or Authorized Representative)  
 
_________________________________________________________________________________________ 
PRINTED NAME 
 
RELATIONSHIP, if not patient: ______________________________________________________________ 
 
WITNESS: _________________________________  DATE: __________________ TIME: ________________ 
 
 
GUARANTOR: If I sign below as guarantor (not as the patient, or spouse of the patient, or the parent of a minor 
child), I agree to pay all charges of any UNC Health Care affiliate not paid, even if I am otherwise not legally 
obligated to pay. 
 
__________________________________________  DATE: __________________ TIME: ________________ 
GUARANTOR SIGNATURE     
 
_________________________________________________________________________________________ 
PRINTED NAME 
 
WITNESS: _________________________________  DATE: __________________ TIME: ________________ 
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EXHIBIT A 

 
Independent Contractors at UNC Health Care Affiliates 

 
UNC Hospitals (“UNCH”) 
 
I am aware that physicians who provide services to UNCH patients may be independent contractors who provide 
services to UNC Hospitals’ patients in accordance with their professional judgment. These practitioners are not 
employees or agents of UNC Hospitals.  
 
Rex Hospital, Inc. (“Rex”) 
 
I am aware that the emergency room physicians, anesthesiologists, CRNAs, neonatologists, pathologists, psychiatrists, 
radiologists, and radiation oncologists are independent contractors who provide services to Rex patients in accordance 
with their professional judgment. These practitioners are not employees or agents of Rex. 
 
High Point Regional Health (“High Point Regional”) 
 
I am aware that the emergency room physicians, anesthesiologists, CRNAs, pathologists, radiologists, hospitalists and 
radiation oncologists are independent contractors who provide services to High Point Regional patients in accordance 
with their professional judgment. These practitioners are not employees or agents of High Point Regional.  
 
Caldwell Memorial Hospital, Incorporated (“Caldwell”) 
 
I am aware that some providers, including but not limited to emergency room physicians, anesthesiologists, 
pathologist, radiologists, and medical and radiation oncologists, are independent contractors who provide services to 
Caldwell patients in accordance with their professional judgment. These practitioners are not employees or agents of 
Caldwell.  
 
Chatham Hospital, Inc. (“Chatham”) 
 
I am aware that the emergency room physicians, anesthesiologists, CRNAs, hospitalists, pathologists, and radiologists 
are independent contractors who provide services to Chatham patients in accordance with their professional judgment. 
These practitioners are not employees or agents of Chatham.   
 
Henderson County Hospital Corporation d/b/a Margaret R. Pardee Memorial Hospital (“Pardee”) 
 
I am aware that the emergency department physicians, radiologists, anesthesiologist group, radiation oncologists, and 
pathologists are independent contractors who provide services to Pardee patients in accordance with their professional 
judgment.  These practitioners are not employees or agents of Pardee.  
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