
	  
 

Consent & Acknowledgements 
 
 
 

___________________________  ,  ________________________     _____________________ 
       Last name         First name        Date of birth 

 
Treatment: 
I request and authorize Dartmouth Health Connect medical providers and staff to conduct examinations, 
perform tests, provide medications, and make treatments in order to treat and prevent illnesses and injuries.  I 
understand that I have the right to refuse any suggested examination, test or treatment. 

 
Initials: ____________ 

Privacy: 
Your personal health information belongs to you.  This is a matter of law and Dartmouth Health Connect 
policy.  Your privacy is very important, and we encourage you to read our Notice of Privacy Practices.  You 
can always obtain a copy of our detailed Notice of Privacy Practices from us, and we offer a copy to you 
now. 
 
I certify that I was offered the Notice of Privacy Practices.             

Initials: ____________ 
 

If you would like to give us permission to share your health information in the future with certain people who 
would be concerned or involved with your care, you can list them below. Such people might include a friend, 
a family member or a medical professional. 
 
1.       3. 
   
2.       4.  
 
I grant permission to my medical providers and staff at Iora Health to share my personal health information 
to the people whom I have listed above  

Initials: ____________ 
 
Classes: 
In addition to traditional office visits, Iora Health offers our patients access to an ever-expanding range of 
wellness classes, including yoga, exercise groups, stress reduction and other classes.  We design these classes 
to help you improve your health, but want to make you aware that there can be risks to these activities as 
well. These risks include physical injury from exertion or accidents.  You often are the best judge of what 
activities are appropriate for you and your care team can make recommendations on what might work best 
for you.  If you choose to participate in these classes, we ask you to initial below to signify that you are aware 
of the risks and benefits of the activity you will join, and will consult your medical provider if you are unsure if 
a particular activity is right for you. 
 

Initials: ____________ 
 



	  
	  

2 

 
Email ,  text messages, video/voice chat,  & other forms of electronic communication: 
 
As good as it is, e-mail is not a perfect technology. It is more like sending a postcard than sending a sealed 
envelope--others can read it along the way. Not easily or even likely, but certainly not with perfect security. 
Even intended recipients can forward on messages without permission, make mistakes in replying, etc. 
Despite all this, we still like and use e-mail, and use helpful third-party software such as Gmail (Google Mail) 
and MailChimp to help us manage our e-mail.  
 
I understand that email, text messages, video/voice chat, and other electronic communications are not 
perfectly private nor secure in all circumstances and by initialing below give my permission to Iora Health to 
use email, text messages, voice/video chat, or other electronic communication to share my personal health 
information with me.  I understand that this will involve using third-party services including but not limited to 
Google, Skype, MailChimp and EventBrite to facilitate these communications.  I understand that unsubscribing 
from one of these services does not unsubscribe me from all email contact.  I can unsubscribe or change my 
preferences at any time by contacting the Dartmouth Health Connect staff.    
 . 
 
I would like to receive general electronic communications from the practice including practice newsletters, 
information about changes to practice hours, upcoming events, etc.  

                                                                                                                                        Initials: __________ 
 
I would like to receive electronic communications about information and events that directly relate to my 
medical conditions (Diabetes club invitations, etc.)                                  
                                       Initials: __________ 
 
I consent for the staff to contact me directly electronically regarding my personal health. (For example: Email 
with my team about my care) 

 
                      Initials: ___________ 

 
I understand that all of the above consents can change at any time by informing my care team, and filling out 
an updated version of this consent form.  These authorizations will expire six months after 
the termination of my patient relationship with Dartmouth Health Connect.   
 
I understand that I may refuse to sign this authorization, and my refusal to sign will not affect my ability to 
obtain treatment or payment or my eligibility for benefits. 
 
Signature of Patient or Personal Representative:  ______________________________________ 
 
Printed Name of Patient or Personal Representative: __________________________________                
 
Description of Personal Representative’s Authority: ___________________________________ 


