
McKay Dee Hospital  VICKI J. LYONS, M.D., P.C. 
4403 Harrison Blvd., STE 4640  TIMOTHY J. SULLIVAN, M.D., P.C.  
Ogden, UT 84403   
Phone: 801-387-4850   Fax: 801-387-4855 
 . 

ADVANCED ALLERGY & ASTHMA 
 

Consent and Conditions of Treatment 
 
As either the Patient or the legally authorized representative of the Patient, the following consents, 
understandings, and agreement are made on my own behalf of the Patient in partial consideration of the health 
care services to be provided to the Patient in this Advanced Allergy & Asthma, LLC facility (“Facility”): 
 
1. Consent for Services.  On behalf of the Patient, consent is hereby given to the Facility, its independent contractors 

(see 2.b, below), medical staff, and employees to provide health care services to the Patient, to administer physician 
orders for the benefit of the Patient, and to provide all related care and services to the Patient while in the Facility, 
including but not limited to all routine and non-routine tests and studies ordered in the belief that they are medically 
necessary or appropriate for the Patient.  See also, 2.a, below.  It is understood that Facility services, medical care, and 
surgery are not exact sciences and that there is a risk of substantial and serious harm involved in such services, and 
such risk is accepted in the hope of obtaining beneficial results from such services.  It is understood that the Patient 
and his/her legally authorized representatives have the right to ask questions and to receive answers to such questions 
about the Patient’s condition and the health care services.  At this time, all such questions, if any, have been 
satisfactorily answered.  No promises of any particular outcome or successful results have been made, it being 
understood and accepted that there is some uncertainty involved in the Facility and health care services for which 
consent is given. 

2. Miscellaneous Agreements and Understandings: 
a. Medical Education.  Permission is given for persons involved in medical education to be present and/or 

participate when the Patient receives health care services.  Student will be directly supervised by the Physician 
or staff employees from whom they are receiving training or education. 

b. Independent Contractors.  It is understood that many physicians and other health care providers furnishing 
services to the Patient, including residents and interns, are independent contractors or medical students and are 
not agents or employees of the Facility. 

c. Personal Property.  It is understood that the Facility is not responsible for personal property. 
d. Release of Information.  The law requires the Facility to make and keep records of the Patient’s medical 

treatment.  The Facility safeguards those records and it uses and discloses such records and the information they 
contain only in accordance with State and Federal privacy laws.  Such uses and disclosures are described in 
detail in the Facility’s Notice of Privacy Practices, which are emended from time to time. 

e. Assignment of Benefits.  Any and all benefits from insurance companies and other third party payers that are 
payable to the Patient or on behalf of the Patient for health care services, and all related payments for services 
rendered or provided to the Patient in the Facility are hereby transferred and assigned to the Facility for the 
exclusive purpose of obtaining payment for charges associated with health care services provided to the Patient 
in the Facility.  It is understood and agreed that all insurance companies and other third party payers will pay 
benefits directly to the Facility in payment of the Facility’s charges. 

f. Financial Responsibility.  Patient and the undersigned, if other than the Patient, each jointly and severally 
agree to pay for all health care services rendered to the Patient in the Facility including, but not limited to any 
amounts not paid by any insurance company or other third party payer.  It is understood that the Patient and the 
undersigned are also responsible to pay all applicable co-payments, deductibles, co-insurance, and all charges 
for non-covered services.  It is understood and agreed that charges not paid in a timely fashion will be placed 
for collection with a collection agency or attorney.  At that point the Patient and the undersigned each jointly 
and severally agree to pay costs and a reasonable attorney’s fee in connection with the collection process, a 40% 
collection expense incurred by the Facility in attempting to collect such amounts in addition to the attorney’s 
fees and costs will be assessed.  A $20 service charge will be assessed for any returned checks or other tender 
not payable. 

 
OVER    
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g. Patient’s Certification for Government Health Care Programs.  I certify that the information given in 
applying for payment for Medicare, Medicaid, Champus, Tricare, or any other government program for 
payment under Titles XVIII and XIX of Social Security Act or otherwise, is correct.  I authorize any holder of 
medical or other information about me to release to the Tricare administrator, Social Security Administration or 
its intermediaries, or other carriers or program administrators, or to the State or any other payer, any 
information needed to substantiate and process a claim for payment for this or any related service.  I request that 
payment of authorized charges be made on my behalf directly to the Facility for its charges and for any charges 
of physicians or other providers for whom the Facility is authorized to bill in connection with its services. 

h. Consent for Photographs.  It is understood that in the interest of preserving accurate allergy, identification, 
and other related testing, it may be necessary to obtain facial, profile, and testing site photographs.  Such 
photographs will become part of the Patient’s medical record.  These photographs will be safeguarded as 
described in 2.d, above.  The photographs are expressly used for facilitating concurrent medical treatment and 
interpretation reference. 

 
The undersigned signs this document either as the Patient or as the agent or representative of the Patient 
authorized to execute this document and to accept and agree to its terms on behalf of the Patient.  I have read the 
foregoing and have had the opportunity to ask any questions I may have about the foregoing.  Such questions have 
been answered to my satisfaction, and I indicate my understanding of what I am agreeing to by signing below.  I 
understand that I am entitled to request and obtain a copy of this document. 
 
By supplying my home phone number, mobile phone number, email address, and any other personal contact 
information, I authorize my health care provider to employ a third-party automated outreach and messaging 
system to use my personal information, the name of my care provider, the time and place of my scheduled 
appointment(s), and other limited information, for the purpose of notifying me of a pending appointment, a missed 
appointment, overdue wellness exam, balance due, lab results available, or any other healthcare related function.  I 
also authorize my healthcare provider to disclose to third parties, who may intercept these messages, limited 
protected health information (PHI) regarding my healthcare events.  I consent to the receiving multiple messages 
per day from my healthcare provider, when necessary.  I consent to allowing detailed messages being left on my 
voice mail, answering system, or with another individual, if I am unavailable at the number provided by me. 
 
Beginning April 14, 2003; the following provision applies:  I hereby acknowledge that I have received or been 
offered a copy of Advance Allergy & Asthma’s Notice of Privacy Practices. 
 
 
        X       
 Patient’s Name (Printed) Patient’s or Representative’s Signature 
 
 
     
 Date Signed  Representative’s Name (Printed) 
 
 
 X    
 Staff Member Witness  Relationship to Patient 


