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             CONSENT FOR MEDICAL TREATMENT

I, ___________________________________, so herewith voluntarily consent to such care including routine 
diagnostic, therapeutic medical treatment, and immunizations for_________________________________ to be 
	                    Patient’s Name
provided by the Physicians, Medical Staff and Personnel at this Health Center.
I acknowledge that no guarantees have been made to me as to the results of treatments or examination in this health center. This consent has been fully explained to me and I certify that I understand its content.
______________________                          ___________________________________               ___________
Witness                                                                 Patient’s Signature, Parent or Guardian                Date
_____________________________________________________________________________________________
SPECIAL CONSENT
I, ______________________________________ herewith authorize the Physicians, Medical Staff and Personnel of 
this Health Center to treat ___________________________ for the conditions that appear as indicated and have 
	Patient’s Name
been explained to me as I understand the nature of the procedure as explained to me by _____________________
	Provider
_______________________                           _________________________________         ____________
Witness	Patient’s Signature, Parent or Guardian	Date
RELEASE – REFUSAL OF TREATMENT
I, _________________________________, refuse to allow and specifically forbid anyone to perform:
______________________________________________________________________________________
on ____________________________________________ as such medical treatment is contrary to my wishes.
       Patient’s Name
I fully understand that refusal of this treatment or procedure may seriously imperil my life (or the life of whom I’m the legal guardian) or may result in serious disability. I herewith release Brooklyn Plaza Medical Center, Inc. all it’s Doctors, Nurses, Employees and Agents from all liabilities.

______________________________________________________                            ___________________________
                 Patients Signature, Parent or Guardian	Date
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