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PATIENT INFORMATION 

NAME:        DATE OF BIRTH: 

PHARMACY:        Pharmacy Phone#: 

MEDICATIONS 

List all current medications including prescription, over the counter, vitamins, herbals, and ‘as needed’ 

medications. 

Check here if patient is not taking any medications at this time. 

 ALLERGIES 

 List all allergic reactions to medications and/or medical supplies (ex: latex, tapes, adhesives, Band-Aids, 

iodine)  

Check here if patient has no known drug allergies. 

Allergic To: Reaction:  

  

  

  

  

  

  

  

  

  

  

 
SOCIAL HISTORY  

 
 Do you or have you ever smoked tobacco: [ ] Yes [ ] No 
 Do you or have you ever used any other forms of tobacco or nicotine? [ ] Yes [ ] No  
What is your level of alcohol consumption? [ ] None [ ] Occasional [ ] Moderate [ ] Heavy  
Do you use any illicit or recreational drugs? [ ] Yes [ ] No 

Medication Name Dose How Often  

   

   

   

   

   

   

   

   

   

   



 

 
  
 

NAME        DATE OF BIRTH: 

 

SURGICAL HISTORY  

List all surgeries or hospitalizations you have had and approximate month/year. 

SURGERY/HOSPITALIZATION MONTH/YEAR 
  
  
  
  
  
  
  
  
  
  
  

 

Family/Medical History 
Please place a check mark under all that apply. 

 SELF FATHER MOTHER CHILDREN PATERNAL 
GRANDFATHER 

PATERNAL 
GRANDMOTHER 

MATERNAL 
GRANDFATHER 

MATERNAL 
GRANDMOTHER 

Diabetes         
High Blood Pressure         

Heart Disease         
Kidney Disease         
Lung Disease         

Anxiety         
Depression         
Allergies         

Thyroid Problems         
Cancer         
Other         
Other          
Other          

 

 

 Patient is adopted  

 Family History is unknown  

 First-degree relatives have no current problems or disabilities  
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1. GENERAL CONSENT FOR MEDICAL PROCEDURES AND TREATMENT:     
   Permission is hereby granted to the CLHG Ruston, LLC hospital (Northern Louisiana Medical  
   Center) and/or medical clinics (Allegiance Medical Clinic of Ruston, Allegiance Medical Clinic  
   Northside Family Practice, Allegiance Medical Clinic and Tech Care) for such Medical  
   procedures, and treatment purposes, as may be deemed necessary by my physician  
   and/or his or her designee. I further consent to treatment by authorized employees, physicians, 
   fellows, residents, interns or agents who are assigned to my care. Treatments/procedures will  
   be directed by a physician and may be performed by a physician or one or more additional  
   physicians, fellows, residents, interns, and employees of the Facility or clinic, who may treat me 
   or participate in my treatment. I understand that no guarantee or assurance has been made 
   regarding which physicians and/or fellows, residents, or interns will treat me or participate in my 
   treatment and/or procedure. 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 results of treatments, 
   examinations, emergency services or hospital care. I have a right to ask questions and to  
   receive information about my care and treatment, and the right to withdraw my consent for  
   treatment or tests.    
   I agree and understand that all individuals involved in my care are responsible and liable for their 
   own acts and omissions, and the Facility is not responsible or liable for their acts or omissions. 

        Services may be performed by independent contractors who are not employed by the Facility.  
        I consent to the photographing, videotaping and/or video monitoring, of appropriate portions of 
        my body, for medical and medical record documentation purposes, as long as such photographs 
        or videotapes are maintained and released in accordance with protected health information 
        regulations. 
     I consent to virtual health/telemedicine services as part of my treatment. I understand that  
        “virtual health” or telemedicine services include the practice of health care delivery, diagnosis,  
        consultation, treatment, transfer of medical data, and education using interactive audio, video,  
        or data communications. 
     I understand that medical, nursing, and other authorized health care providers in training may be 
        observing and participating actively in my care under the supervision of authorized personnel. I  
        give my consent to such observations and/or participation. 

  
2.  CONSENT FOR BLOOD BORNE INFECTIOUS DISEASE TESTING:  

        I hereby give my consent to have testing for blood-borne infectious disease, including but not  
        limited to Hepatitis, Acquired Immune Deficiency Disease Syndrome (AIDS), and Human  
        Immunodeficiency Virus (HIV) if a physician orders such test(s) or if ordered by protocol when  
        health care personnel have been exposed to my blood and/or body fluids. The potential side  
        effects of this testing are those encountered during the routine procedure of obtaining blood  
        specimens. The minor complications may include discomfort from the needle stick and slight  
        burning, bleeding or soreness at the site where blood was obtained. The results of this test will 
        become a part of my confidential medical record. I understand that refusal to consent will not  
        result in denial of admission to this hospital.  
                                  

3. CONSENT FOR EMERGENCY TREATMENT: 

   If I am suffering from an emergency medical condition, I know this condition entitles me 
   to an appropriate medical screening exam and treatment necessary to stabilize my condition.  
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   I thereby authorize the Hospital to provide an appropriate medical screening evaluation and  
   treatment, to be performed by or under the supervision of a physician or his/her aide. It has been  
   explained to me that the diagnostic and treatment procedures, which my emergency medical 
   condition legally entitles me, are limited and will include a medical screening examination. It may 
   be necessary for me to select another physician and obtain from him/her a complete diagnosis  
   of my condition and such treatment as he/she may prescribe.  
 

4. NURSING CARE: 

           The Facility provides only routine nursing care. Private duty nursing is not provided but may be  
       arranged directly between an agency and me at my expense. I release the Facility from any and  
       all liability arising from the fact that I am not provided private nursing care. 
 

5. ACKNOWLEDGEMENT OF ADVANCE DIRECTIVE / LIVING WILL AND PATIENT EDUCATION 

  I have been given the patient education handout and I have been offered Advanced Directives  
  and Living Will information and have been informed that it will be given to me at any time at my 
  request during my hospital or clinic visit. 
    
  Do you have a living will?           Yes           No 
 

  Durable Power of Attorney?       Yes           No       
 

6. EMTALA 

       If I have a medical emergency or if I am a pregnant woman in labor, I understand that the  
       Hospital will do its best to provide care in the setting most appropriate and within the capabilities 
       of this Hospital’s staff and facilities, including an appropriate medical screening exam, stabilizing  
       treatment, and, if medically necessary, an appropriate transfer to another hospital, even if I  
       cannot pay or do not have medical insurance or am not eligible to receive Medicare or Medicaid. 
 

7. CONSENT TO DISCLOSE PATIENT INFORMATION AND OPT OUT OF THE FACILITY 
DIRECTORY: 

  The Hospital will not divulge any identifying information about patients without their consent.  
  With this in mind, we need your permission to release information about your presence at the  
  Hospital during your stay. By choosing to opt out of the Facility directory, your location in the  
  hospital will not be released. In addition, you will not receive flowers, cards, phone calls or clergy 
  visits. Please indicate information that may NOT be included in the hospital’s directory (please  
  check all that apply). 
 

   Name           Location within Hospital           Religious Affiliation 
 
                     
                                         (continued on page 3)                               ___________________ Initials 
                                                                                                              (continued from page 2) 

 

8. NOTICE OF PRIVACY PRACTICES: 

      I acknowledge that I have received a copy of the Notice of Privacy Practices for the CLHG- 
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      Ruston, LLC facilities and consent to the use and disclosure of my protected health information  
      as described in the Notice of Privacy Practices. This will include all of my protected health  
      information generated during clinic visits, hospitalization and any outpatient treatments at a  
      CLHG-Ruston, LLC facility. I understand that if I have questions or complaints, I may contact the 
      facility HIPAA Privacy Officer. 
 

       Yes           No         Date Issued: _______________________ 

  
9. PATIENT RIGHTS AND RESPONSIBILITIES ACKNOWLEDGEMENT: 

  I acknowledge that I have received a copy of the Patient Rights and Responsibilities and have  
  had an opportunity to ask questions.  

 

10. RELEASE OF INFORMATION 

  I acknowledge that data from my patient records will be accessible to all health care providers  
  participating in my care or treatment, including but not limited to physicians, nurses, technicians 
  at the hospital, clinics, home care and extended care agencies, ambulance companies, and such 
  other health care agencies involved in my care. I further acknowledge that my medical records 
  will be utilized for utilization review, performance improvement, peer review and other similar  
  processes and studies. I also acknowledge that my medical records will also be available to  
  government agencies as required by law. Information contained in my medical records may be  
  extracted and compiled for research purposes and aggregated results (without individually  
  identifying me) may be released to the public.  
 
  I acknowledge that patient medical records may be stored electronically and made available  
  through computer networks through hospital and clinic personnel, as well as physicians involved  
  in my care and their offices. I also acknowledge that should I be treated at another facility or clinic 
  in the area affiliated with CLHG-Ruston, LLC, my medical records may be made electronically  
  available to the other facility or clinic, as well as physicians involved in my care and their offices.  
  This will assist my physician and other caregivers in reviewing past treatment as it may affect my 
  condition and treatment at that time. Facilities or clinics which are not affiliated with CLHG- 
  Ruston, LLC and affiliated facilities, which do not have computerized medical records will not be  
  able to provide this service.  
 
  I authorize CLHG-Ruston, LLC hospital and clinics and any physician involved in my care to   
  release medical information and supporting documentation of same as compiled in my medical  
  records during this hospital admission or outpatient visit to any organization that is or may be 
  liable or responsible for payment of charges associated with my care and for all other purposes  
  of benefit payment. If my injury is work related, I authorize CLHG-Ruston, LLC hospital or clinics 
 
 
                                      
                                     
                                                                                                               (continued from page 3) 

     
  to release any information from my medical records to my employer and/or its designee. This  



 

CLHG Ruston, LLC Inpatient/Outpatient Conditions 
of Admission and Consent to Medical Treatment 

ADM-1703GHMS   

(Rev. 11/20, 4/25) 

ORIGINAL – Medical Record   COPY – Recipient 
 

 
 

  authorization specifically includes the release of medical information concerning drug-related  
  conditions, alcoholism, psychological conditions, and/or infectious diseases including but not  
  limited to blood borne.  
 
  I authorize the release of my social security number in accordance with federal law and  
  regulations to the manufacturer of any medical device I may receive.  

 

11. ASSIGNMENT OF INSURANCE BENEFITS / PROMISE TO PAY:   

   This assignment of benefits allows the CLHG-Ruston, LLC hospital and clinics and/or for  
   hospital  or clinic based providers to be paid directly by my health insurance carrier or other 
   health benefit plan for the services hospital and clinic provided to me, my minor child, or other  
   person entitled to health care benefits for the service provided. In return for the services  
   rendered, I hereby irrevocably assign and transfer to the CLHG-Ruston, LLC facilities and/or 
   providers all right, title and interest in all benefits payable for the health care rendered, which are 
   provided in any and all insurance policies and health benefit plans from which my dependents or 
   I are entitled to recover. This assignment and transfer shall be for the purpose of granting the  
   CHLG-Ruston, LLC facilities and/or their providers an independent right of recovery against my  
   insurer or health benefit plan, but shall not be construed as an obligation of CLHG-Ruston, LLC  
   facilities and/or providers to pursue such right of recovery. In no event will the CLHG-Ruston,  
   LLC facilities and/or providers retain benefits in excess of the amount owed to the CLHG- 
   Ruston, LLC facilities or providers for the care and treatment rendered.  
 
   I have read and been given the opportunity to ask questions about this agreement of benefits, 
   and I have signed this document freely and without inducement, other than the rendition of  
   services by CLHG-Ruston, LLC facilities and providers.  
 

12.  OUT OF NETWORK SERVICES 

       I understand that CLHG-Ruston, LLC facilities may not participate in my medical health  
       insurance network or my health insurance carrier may not have any established health  
       insurance networks with hospitals or other provider groups. I understand that even where the 
       Facility participates in my medical health insurance network, some physicians or other  
       healthcare providers who may not be employed by CLHG-Ruston, LLC and who may not  
       participate in my insurance network, such as anesthesiologists, radiologists, and  
       pathologists, may be called upon to render healthcare items or services during the course of  
       my treatment that may be billed separately. The list of such specialists is available on the  
       Facility’s website, and that listing is incorporated herein by reference. I understand and  
       acknowledge that, when the CLHG-Ruston, LLC facilities or provider or particular specialist  
       does not participate in my medical health insurance network, the Facility or provider or  
      specialist, as applicable, is not bound by the payment provisions that apply to health care  
      items or services rendered by a network provider under my health insurance plan.   
   

   I acknowledge that I have the right to verify or confirm and, prior to receiving services, have  
   verified or confirmed or had the opportunity to with my insurance carrier to find out if the Facility 
   or medical care providers involved in my treatment are in-network and to obtain a list  
   of network providers that may render the health care items or services I request. I understand if  
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   I do not verify places me at risk of higher out-of-network charges due to a possible benefit  
   reduction. 

   
   Finally, I acknowledge and understand that, if I am to receive medical care by a healthcare  
   provider not in my insurance network, I will be billed at 100% of the standard charges that the  
   CLHG-Ruston, LLC facility bills for such services, which I can view on the Facility’s website or  
   upon request, to the extent permitted under state law. I further acknowledge that I am  
   responsible to pay any account balance not covered by my insurance company, in accordance  
   with the standard charges that the Facility bills for such services to the extent permitted under  
   state law.  
    

13. FINANCIAL AGREEMENT 
        In consideration of the services to be rendered to the patient, the undersigned (as parent,  
        guardian, spouse, guarantor, agent or as the patient) individually promises to pay the patient’s  
        account at the rates stated on the CLHG-Ruston, LLC price list (known as the “charge Master”) 
        effective on the date the charge is processed for the services provided, which rates are hereby  
        expressly incorporated by reference as the price term of this agreement to pay the patient’s 
        account.  
 
        I understand I am responsible to pay any account balance for applicable coinsurance and  
        deductible amounts and for those amounts not otherwise covered by my insurance company in  
        accordance with the regular rates and terms of CLHG-Ruston-LLC facilities and its providers.   
        I understand I am responsible to pay any account balance not covered by my insurance  
        company in accordance with the standard charges that CLHG-Ruston, LLC bills for such  
        services. If I do not make payments when due and the account is turned over for collection, I  
        agree to pay all collection agency fees, court costs and attorneys’ fees. I also agree that any  
        patient or guarantor overpayments may be applied directly to past due account. I consent for the 
        CLHG-Ruston, LLC facilities and providers to work on my behalf with my insurance  
        company/companies to get authorization or appeal any denial for reimbursement, coverage, or  
        payment for services or care provided to me.  
 
 
 
 
                                            (continued on page 6)                               ___________________ Initials 
                                                                                                                     (continued from page 5) 
 

14. MEDICARE PATIENT CERTIFICATION 
   I certify that the information given by me in applying for payment under Title XVII and Title XIX 
   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 permit a copy of the authorization to  
   be used in place of the original and request payment of authorization of benefits to be made on  
   my behalf.  
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15. COMMUNICATIONS 
   I consent to this Facility, its successors or assignees contacting me via the methods I provide to 
   the Facility. I understand the communications may occur in any manner, including phone calls  
   to my cell phone or landline, voicemails on my cell phone or landline, use of automated   
   telephone dialing systems, use of artificial or prerecorded voice messages, text messages to my 
   cell phone, or email messages. I understand the communications may be about any matter,  
   including, but not limited to, my medical treatment, prescriptions, insurance eligibility, insurance 
   coverage, scheduling, billing or collection matters. I understand that these communications are  
   not encrypted or secure, and I assume the risks of transmitting health information via unsecure  
   means. If I incur any cost from being contacted at the telephone number(s) or email address(es) 
   provided to the Facility, including but not limited to data, roaming, text messages, additional  
   minutes or other fees, I understand that the Facility is not responsible for paying these charges.  
   This consent also applies to any updated or additional contact information that I may provide. I  
   understand that I will be able to change my preference at any time by contacting the Facility. 
 

16. EXTERNAL PHARMACY 
      I consent to the exchange of prescription information between the facility and my  
      pharmacy(ies). 

 
17. VIDEOTAPING/RECORDING 

  I agree not to photograph, video record, audio record, or otherwise capture imaging or sound on  
  any device. I also understand it is my responsibility to assure my visitors comply with this  
  requirement.  
 

18. PERSONAL VALUABLES 

       I understand that the Hospital maintains a safe for the safekeeping of money and valuables, and 
       the Hospital shall not be liable for the loss or damage to any money, jewelry, documents or other  
       articles of unusual value and small size unless placed herein. The Hospital shall not be liable for  
       loss or damage to any personal property the patient chooses to keep in their room including  
       dentures, glasses, hearing aids, prostheses, cell phones, lap tops, i-pads or any other electronic   
       devices, etc.  
 
 
 
                                            (continued on page 7)                               ___________________ Initials 

                                                                                                                (continued from page 6) 

 
       I understand that the Facility is not liable for the loss or damage to any articles of personal 
       valuables unless I have given them to the Facility to be put in the safe and been given a receipt 
       by Facility for their safe return. At no time will the Facility be responsible for more than $500 for   
       my deposited items. 
 

19. TOBACCO/E-CIGARETTES AND VAPING USE POLICY 
  All CLHG-Ruston, LLC facilities and associated grounds are tobacco free. I understand that I  
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may not use tobacco products, e-cigarettes or vape while at the hospital or any of the CLHG- 
Ruston, LLC clinics.

20. WEAPONS/EXPLOSIVES/DRUGS
I understand and agree that if the Hospital at any time believes there may be a weapon, 
Explosive device, biohazard material, any type of illegal substance or drug, or any alcoholic 
beverage in my room or with my belongings, the Hospital may search my room and belongings, 
confiscate any of the above items that are found, and dispose of them as it determines 
appropriate, including delivery of any item to law enforcement authorities.

CONSENT: I hereby authorize and direct the designated authorized physician/group, together with
associates and assistants of his choice, to administer or perform the medical treatment

  including any additional procedures or services as they may deem necessary or reasonable, 
including but not limited to radiological services, or laboratory services.

I have read and understand all information set forth in both the General Consent to Treat and the 
Healthy Lifestyles educational document. This authorization for and  consent to medical treatment is 
and shall remain valid until revoked.

I acknowledge that I have had the opportunity to ask any questions and acknowledge that my 
questions have been answered to my satisfaction.

 
 

 
          ______________________________________                          ________________________ 
                Patient or Person Authorized to consent                                                 Date/Time 
 
          ______________________________________ 
                            Relationship 
 
          If consent is signed by someone other than the patient, state the reason: 
 
          ___________________________________________________________________________ 
 
 
      ______________________________________                          ________________________ 
                                       Witness                                                                            Date/Time 

 






















