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GENERAL CONSENT FOR HEAL TH SCREENING� DIAGNOS (SAND TREATMENT 

I. CONSENT FOR DI/\GNOSfS CARE AND TREATMENT

I consent to a medical, d�ntal, and mental health history and physical. including screening for tuberculosis and sexually 
transmitted infections, and other infectious diseases by Cennak Health Services as a part of Cook County Health ("CCH") 
dw-ing the routine intake process at Cook County Jail. 

I also consent to ongoing medical treatment by CCH staff for health issues, infedious disease management, and preventative care 
needs identified during this process. I understand I may he asked to sign fonns allowing other medical treatments. 

I am aware that one or more physicians, residents, nurses, physician assistants, psychologists, demists, and other health care 
providers may attend to my medical, dental, and mental health needs as necessary. I am further aware and consent that, among 
those who care for me, arc other health care providers in training who care for patients at CCH as part of their education. 

1 acknowledge that no guarantees have been made to me as to the resuil of any diagnosis, treatment, test, surgery, or examination 
perfonned by CCH. 

IJ. SHARING OF HEALTH TNFORMA TION/CONTJNUITY OF C<\Rli: 

l understand that my minimally necessary medical information may be .shared with Cook County Jail staff as necessary for the
safety and managemenl of the Cook County fail detainees as permitted by law.

HI. OPT-OUT }'OR TESTING 

l understand that HIV is serious, and I accept the risk of not knowing if I have it. HIV testing is voluntary, and [ may withdraw
consent to lhe testing process at any time. If I refuse to have HIV testing performed, I will still receive other services for which
Jam eligible. The confidentiality ofmy test results will be maintained except as provided under the law and in this consent.

J understand I have received infom1ation about screening tests for H[V, Syphilis, Chlamydia, Gonorrhea, and Hepatitis. I 
understand that I will be tested 1mless J refuse. 

□ 1 refuse to consent to following npt-out screening tcst(s):□HIV □ Hepatitis □ Syphilis □Chlamydia/Gonorrhea

I\'. APPLICA TlON FOR MEDICAL BENEFITS 

I consent for CCLI to act as my agent to make an application in my name for puhlie medical benefits. including to complete, 
sign, and submit an application or redeterminations for benefits or to pursue appeals and to receive and submit information 
about the application, redetermination, or appeals on my behalf. I understand that I have the right to revoke my consent, in 
1,vriting, at any time if I no longer wish to have CCH apply for medical benefits on my behalf or by checking the box below: 

□ I do not consent or revoke my consent to allow CCH to apply for public medical benefits on my behalf as of the 
following date of this General Consent. 

Sig11at11re of Patient 

Witness Signature 

Ver 05--03-20:23 

Date:_._ 

Date: ___ / __ _ 
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Time: AM/PM 

Time-: ___ AM/PM 
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