






       MATHIESEN MEMORIAL HEALTH CLINIC 
“Close to home…far from ordinary”   

CONSENT TO TREAT 

I, the undersigned, am requesting health care services from the personnel at 
Mathiesen Memorial Health Clinic. I consent to exams, tests, immunizations, and 
treatment deemed necessary for my health. I hereby authorize the release of any 
information, including diagnosis of medical condition, for the purpose of payment by 
my insurance carrier. I affirm that the statements are true and correct to the best of 
my knowledge. I authorize the release of any information required by my insurance 
company to process claims. I further authorize assignment of benefits directly to 
Mathiesen Memorial Health Clinic. I understand that in the event the insurance 
information is not complete and correct, or if my insurance fails to make payment, I 
will be financially responsible for services rendered.  

____________________________________________________  _____________________
  Printed Name      Date of Birth 

____________________________________________________   _____________________

  Signature of Patient/Parent/Guardian       Date 

Cancellations: If you need to reschedule, please call at least 24 hours in advance. Two consecutive no shows, 

or three in six months, can be grounds for discharge from our practice. Phone number 209-536-8600 



       MATHIESEN MEMORIAL HEALTH CLINIC 
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NOTICE OF PRIVACY PRACTICE 

By signing this form, you acknowledge receipt of the Notice of Privacy Practices of 
Mathiesen Memorial Health Clinic (MMHC). Our Notice of Privacy Practice provides 
information about how we may use and disclose your protected health information. 
We encourage you to read it in full. 

Our Notice of Privacy Practice is subject to change. If we change our notice, you may 
obtain a copy of the revised notice by asking for one at the clinic or contacting our 
Privacy Officer at 209-984-4827. 

If you have any questions about our Notice of Privacy Practice, please contact: 

Privacy Officer 
P.O. Box 535 
Jamestown, Ca 95327 
Phone: 209-984-4827 

I acknowledge receipt of the Notice of Privacy Practices of Mathiesen Memorial 
Health Clinic. 

Patient Name: ____________________________________    Date of Birth:  ______________

Patient Signature: __________________________________   Date: ________________



       MATHIESEN MEMORIAL HEALTH CLINIC 
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PATIENT AUTHORIZATION TO DISCUSS 
PROTECTED HEALTH INFORMATION 

Do you give our office permission to discuss your medical/financial information with a person(s)? 

☐  Yes     ☐  No       (if yes, please provide their name and relationship below) 

 NAME:  RELATIONSHIP:   PHONE NUMBER: 

May we leave personal medical information on your answering machine/voicemail:   ☐  Yes     ☐  No 

Patient Name: ______________________________________  Date of Birth: _________________

Patient Signature : ___________________________________  Date: _________________

 Patient/Parent/Conservator Guardian 

Inability to obtain acknowledgement. 

To be completed only if no signature is obtained.  If it is not possible to obtain the individual’s 
acknowledgement, describe the good faith efforts made to obtain the individual’s acknowledgment, 
and the reason why it was not obtained.  

Patient reason for refusing or inability to sign acknowledgement: 

_____________________________________________________________________________________



MATHIESEN MEMORIAL HEALTH CLINIC 
“Close to home…far from ordinary”   

Updated 8/06/2025 

MINOR TREATMENT CONSENT FORM 

_________________ 
Date form completed 

________________________________        ____________________   
Printed Name of Minor Patient  Date of Birth  

I am the parent/guardian of __________________________________ (legal name of patient). I have the 
legal right to consent to medical treatment for this minor patient.  

I authorize the following individual(s) 

_______________________________ ____________________________________     _______________ 
Name of Person Authorized     Date of Birth Relationship to minor patient 

_______________________________ ____________________________________  ______________ 
Name of Person Authorized  Date of Birth Relationship to minor patient 

to bring the minor patient to his or her medical or dental appointments and consent to medical or 
dental treatment which is deemed necessary by the treating provider.  The treatment may include, 
but is not limited to, laboratory procedures, x-ray examinations, and medical or dental treatment, 
done at Mathiesen Memorial Health Clinic. (MMHC) 

Parent/Guardian Signature: ___________________________   Date: ____________________ 

*VERBAL/PHONE AUTHORIZATION – MMHC STAFF USE ONLY*

The parent/guardian hereby consents to medical treatment that is deemed necessary by the 
treating provider.  The treatment may include, but is not limited to, laboratory procedures, x-ray 
examinations, and medical or dental treatment, done at Mathiesen Memorial Health Clinic. 
(MMHC) 

I have obtained telephone consent to provide medical or dental care for the minor patient after 
speaking with the patient’s parent/guardian: _______________________________________________. 

 Printed name of parent/guardian 

____________________________________    ______________ _______________________________ 
Name of Person Authorized        Date of Birth Relationship to minor patient 

MMHC Staff obtaining authorization: 

____________________________________        ______________________________       _________________ 
Print MMHC Staff Name  MMHC Staff Signature                      Date  
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