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CONSENT FOR TREATMENT, PAYMENT, AND HEALTH CARE OPERATIONS 

You have voluntarily presented yourself to Clemson University - Clemson Rural Health to receive health services.  In order 
to provide the services you’ve requested, we must routinely collect, use and disclose personal health information about 
you such as name, address, marital status, age, and other individually identifiable health information in order to treat you, 
bill for treatment, and/or to carry out the routine operations of CRH such as administrative, financial, legal, and quality 
improvement activities.  We respect your need for privacy and confidentiality and we have significant safeguards to 
prevent misuse of your private information.  

Please read this consent carefully.  If you have questions or concerns about this consent, please ask to speak with CRH’s 
Administrative Coordinator or Director. 

PERMISSION TO USE AND DISCLOSE HEALTH INFORMATION:  By signing this form, you give CRH permission to 
use and/or disclose your personal health information in order to carry out treatment, payment, or health care operations. 

Treatment:  We will use and disclose your personal health information to provide, coordinate, or manage your health 
care and any related services.  This includes the coordination or management of your health care with a third party that 
has already obtained your permission to have access to your protected health information.  We will also disclose personal 
health information to other health care providers who may be treating you when we have the necessary permission from 
you.  
For example, information about you may be provided to a health care provider to whom you have been referred to 
ensure that the provider has the necessary information to diagnose or treat you.  In addition, we may disclose 
information about you from time-to-time to another physician or health care provider (e.g., a specialist or laboratory) 
who, at the request of the health care provider in CRH, becomes involved in your care by providing assistance with your 
health care diagnosis or treatment. 

Payment:  We must use your personal health information, as needed, to obtain payment for your health care services. 

For example, some of our services are paid for in full or in part through grants or contracts.  We may submit information 
about you to the grantor, contractor, or insurer in order to obtain payment.  

Health Care Operations:  We must use or disclose, as needed, your personal health information in order to support the 
operations of CRH.  CRH is an academic nursing center and we support the mission (teaching, research, and service) of 
Clemson University.  Students and faculty are an integral part of our daily operations.  Health students, trainees, or 
practitioners in areas of health care learn under supervision to practice or improve their skills as health care providers and 
they will have access to your personal health information as part of their training.  Routine activities include, but are not 
limited to program evaluation, quality improvement activities such as client satisfaction surveys, employee review 
activities, training of health professions students, licensing activities, and conducting or arranging for other business 
activities.  

For example, in order to evaluate our programs and services, we collect information about the number of clients we've 
treated, types of services, treatment outcomes, client satisfaction, etc.  We review this information regularly in order to 
continuously improve our services.  We report summary information to grantors or contractors who are providing support 
for our programs.  For example, we provide information about the number of women who have received clinical breast 
exams and mammograms and the number of the exams that were normal or abnormal.  In addition, our faculty members 
are often invited to speak at professional conferences and to present summary information about our programs and 
services.  We do not reveal your personal identity nor is it linked to any of the summary data reported.  This is considered 
by Clemson's Office of Research Compliance (ORC) to be program evaluation or health services research.  If you sign the 
consent form, you will be participating in this health services research.  If you have any questions or concerns about our 
program evaluation or health services research, please feel free to talk with our Director, at 656-3076. 

RIGHT TO REQUEST RESTRICTIONS ON USE/DISCLOSURE:  You have the right to request a restriction as to how 
your personal health information is used or disclosed to carry out treatment, payment, or health care operations of CRH; 
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however, CRH is not required to agree to the restrictions if the restrictions might limit our ability to treat, receive payment 
for services, or carry out the operations of CRH.  For example, you may request to receive confidential communications 
from us at a different address or in a different way, such as calling you at your office instead of at your home.  You may 
request a restriction by filling out a form.  Ask a Service Coordinator for the form. 

RIGHT TO REFUSE:  You have the right to refuse to sign this consent; however, we cannot provide you with services, 
except for emergency care, without your signature.  

RIGHT TO REVIEW THE NOTICE OF PRIVACY PRACTICES: Your signature below acknowledges that you have 
received a copy of CRH’s Notice of Privacy Practices.  You have the right to review this notice before signing this 
consent.  The Notice of Privacy Practices describes the types of uses and disclosures of your personal health information 
that will occur in your treatment, payment of your bills or in the performance of health care operations of CRH.  The 
Notice of Privacy Practices for CRH is also displayed on CRH’s website at https://www.clemson.edu/cbshs/clemson-rural-
health/patients.html. This Notice of Privacy Practices also describes your rights and CRH’s duties with respect to your 
personal health information. 

CHANGES TO THE NOTICE OF PRIVACY PRACTICES:  CRH may change the Notice of Privacy Practices as 
needed.  You may obtain a current copy of CRH’s Notice of Privacy Practices by contacting a Service Coordinator at 
864.656.3076 or by going to CRH's website at https://www.clemson.edu/cbshs/clemson-rural-health/patients.html. 

RIGHT TO WITHDRAW THIS CONSENT:  You have the right to withdraw this consent at any time except to the 
extent that CRH has already taken action in reliance on this consent.  You must withdraw this consent in writing.  If you 
withdraw this consent, CRH cannot provide you with further treatment or follow-up other than required emergency 
services. 

EFFECTIVE PERIOD:  This consent is good unless and until you withdraw it in writing. 

If you are signing this consent on behalf of another person, it is because you are the legal guardian, parent, 
or agent under an active Power of Attorney for Health Care, and you must be legally authorized to sign this 
Consent on behalf of the individual.  

______________________________________ 
Signature of Patient or Personal Representative 
______________________________________ 
Print Name of Patient or Personal Representative 
___________________________________________________ 
Description of Personal Representative’s Authority 
___________________________ 
Date 

NOTE: The terms “protected health information,” “personal health information,” and “identifiable personal information” 
have the same meaning and may be used interchangeably. 

Effective January 31, 2003      
Revised 07/12/2012; 07/01/2021; 6/30/2022 

http://www.clemson.edu/centers-institutes/sullivan/Privacy/
http://www.clemson.edu/centers-institutes/sullivan/Privacy/
http://www.clemson.edu/centers-institutes/sullivan/Privacy/
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Our Financial Policy 

Dear Patient, 

Welcome and thank you for choosing our practice. We believe that establishing a written financial policy is mutually 
beneficial for all parties.  

We participate with several insurance plans. However, each insurance plan has different benefits as well as different 
financial obligations. Therefore you, as the patient, are responsible for verifying these benefits with your insurance 
company. We will file your insurance, as a courtesy to you, but you are responsible for any unpaid balance which may 
include co-pays, coinsurance, and/or deductibles.  

The following are the conditions for services provided to the patient by Clemson University’s Clemson Rural Health and 
the various entities and providers associated with CRH.  

Please read this financial policy carefully. If you have any questions about this policy, any member of our staff will be glad 
to assist you.  

• Payment for Service: Our office will inform you of co-pay and deductible amounts at check in or check out. These
amounts are due at the time of service. As a courtesy to you, we will file your insurance claims for those
insurance companies for which we are a provider, if you provide us with a copy of your current insurance card.
We require that you pay your deductible, co-payment, and/or any charges not covered by insurance. Payment is
required at the time of service. This may include your co-pay, co-insurance, deductible and any other unpaid
balances.

• Method of Payment: You may pay your bill with cash, personal check, certain credit cards, or debit card.
• Returned Checks: A service charge will be added on all checks returned to us for insufficient funds.
• Non-appointment Prescription Refills: A $10.00 charge per incidence may be added for non-appointment

prescription refills.
• Completion of Medical Forms: There may be a charge for completion of forms such as disability, camp physicals,

etc.
• Copies of Medical Records: There may be a charge for completion of this process; SC Sec. 44-7-325 for Health

Care Facilities:
o $0.65 per page for first 30 pages
o $0.50 per page for all other pages
o Clerical fee not to exceed $25.00
o Plus actual postage

• Payment for Services Provided by Certain Providers: If you are having laboratory and/or diagnostic services by
providers other than this office or other practices, you may be billed separately by that service provider. This
includes services provided by laboratories.

• Questions: We are here to help you should you have any questions regarding your statement or insurance.

We appreciate the opportunity to be involved in your healthcare. If you have any questions regarding your account or 
need to make payment arragngements, please contact our business office at 864-656-3076. We are open Monday 
through Friday, 8:00 AM – 4:30 PM.  

I have read, understand and agree to the above financial policy. I acknowledge full responsibility for services rendered 
and agree to make definite financial arrangements for payment. I understand that the charges may not be covered in full 
by my health insurance, and therefore I am solely responsible for payment of all uncovered services. 

__________________________________________  ____________________________ 
Patient Signature  Date Signed 

https://clemson.app.box.com/f/9fa1d78d634b423bb245f9f980df72f0
https://clemson.app.box.com/f/9fa1d78d634b423bb245f9f980df72f0
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