




 

Bluestone Physician Services Consent for Services 

Patient Full Name: ________________________________________________________________  Date of Birth: ___ / ___ / _____ 

Community and Room #: ___________________________________________  City/State: _________________________________ 

Consent for Services and Disclosure of Information for Treatment: I consent to the performance of any and all medical evaluation and treatment, preventative care 
service and procedures which are deemed necessary or advisable by Bluestone medical providers and designees. I consent to the use of Telehealth services in the course 
of my diagnosis and treatment with my Bluestone Provider Team. Telemedicine involves the use of audio, video or other electronic communications to interact with 
you, and consult with your healthcare provider(s). I also consent to the use and disclosure of my health information by Bluestone for my treatment, including disclosure 
of my health care information to health care providers and facilities unrelated to Bluestone that may be involved in my care. Bluestone may disclose my health 
information to and access my health information from other providers using a record locator service or patient information service of a health information exchange for 

treatment unless I object by checking here: ❏ 

Notice of Privacy Practices and Consent (Acknowledgement of Receipt): I received a copy of Bluestone’s Privacy Practices and understand I have a right to 
review these before signing this consent form. I understand that Bluestone may change its privacy practices in the future, that any changes will be posted on Bluestone’s 
website and that I may request a copy of the new privacy practices at any time. I understand I can contact Bluestone’s Privacy Officer with any questions I may have 
about the Notice of Privacy Practices. In addition to the other uses and disclosures described in this document, I consent to the use and disclosure of my health 
information for the purposes described in the Notice of Privacy Practices, including Bluestone’s health care operations. 

Insurance Assignment and Payment Consent: I authorize payments directly to Bluestone of insurance, Medicare or Medical Assistance benefits, or funds from 
other sources I am entitled to receive as payment for services provided to me. I consent to the use and disclose my health information for payment purposes. In 
addition, my insurer may share my past, current and future health and account records with Bluestone about services received from Bluestone and care providers 

unrelated to Bluestone. These records may be used by Bluestone as needed to manage, coordinate and improve the quality of my care. ❏ My insurer may not release 
health information from providers unrelated to Bluestone for the purposes described above. 

Use of Health Care Records in Program Evaluations and Training: I give Bluestone permission to use and disclose information gathered during the course of my 
treatment from Bluestone, including information from my treatment records, for the purposes of program evaluation and training and for quality review of staff 
performance at Bluestone. 

Patient Centered Medical Home and Chronic Care Management: I give Bluestone permission to enroll me in the Bluestone program, which includes appropriate 
practitioner/care management visits and activities, which will be billed to my insurance with normal deductibles and copays. I understand that only one practitioner may 
furnish and be paid for CCM services during a given calendar month and that I have the right to stop CCM services at any time. I understand information concerning 
this program is available on the Bluestone website at www.BluestoneMD.com/forms. 

Consent for Use of Medical Records in Academic Research: I authorize Bluestone Physician Services to use or disclose my health records for medical or academic 

research, including health records created at any time by Bluestone and records Bluestone received from other health care providers, unless I object by checking here: ❏ 
I request that Bluestone will tell me the dates on which my health records are released for research and tell me how to contact external researchers who 
have received my records. 

Immunization and Testing Consent: I consent and authorize Bluestone Physician Services to conduct collection, testing, and analysis for the purposes of a COVID-
19 diagnostic test. I acknowledge and understand that my COVID-19 diagnostic test will require the collection of an appropriate sample by my healthcare provider 
through a nasopharyngeal swab, oral swab, or other recommended collection procedures. I give consent to receive CDC-recommended vaccinations (Including but not 
limited to Influenza, Shingrix/Shingles, Prevnar13/Pneumonia, Pneumovax 23/Pneumonia and Boostrix/Pertussis, Tetanus). Notify us of allergies or adverse reactions 
to any vaccinations. I understand this consent form is valid as long as I remain a Bluestone Physician Services patient or I request an update. Immunizations and their 
administration will be billed through patient’s insurance. Medicare Part B and Part D covers most vaccinations. There is typically no out-of-pocket cost. Check with 
your insurance to confirm vaccination coverage benefits. It is the responsibility of the patient or healthcare power of attorney to assure correct insurance information is 
on file.   

❏ I do not give consent for vaccinations and testing. 

Family/Patient Bluestone Bridge and Patient Portal Access: I authorize my personal representative to access my health care information and communicate with my 
Bluestone Provider Team electronically through the Bluestone Bridge and/or the Bluestone Patient Portal. If designating a Personal Representative to access your health 
care records and communicate with your provider team regarding your care please list their name and email address below.   

This consent applies to health information Bluestone already has about me, information about future care I may receive from Bluestone and information Bluestone receives from third parties. This 
consent will continue unless I cancel by giving written notice to Bluestone Physician Services or it expires as required by law. Cancellation will apply after the date when the notice to cancel is 
received. It will not affect information that is used or disclosed before cancellation.  

Patient signature (or legal representative): _______________________________________________ Date: ___________________ 

Relationship to patient: _______________________________         Note: Must be signed by patient, unless mentally or physically unable. 

Email address: ______________________________________        ❏ No email address    ❏ Decline access to Bridge/Portal 

Personal Representative Name: _________________________ 
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