
Bluestone Health Association, Inc. 
GENERAL MEDICAL PROCEDURE CONSENT FORM 

Patient Information 
Full Name  
Date of Birth  
Phone Number  

Purpose of This Form 
This form authorizes Bluestone Health Association and its healthcare providers to perform 
necessary medical examinations, diagnostic procedures, and treatments, including minor 
medical or surgical procedures, that may be required for your care. 

General Consent for Treatment 
I voluntarily consent to receive medical care and treatment from the providers at Bluestone 
Health Association. This may include: 

• Physical examinations 
• Diagnostic tests (e.g., blood draws, imaging, swabs) 
• Administration of medications (oral, injectable, topical) 
• Minor procedures (e.g., wound care, lesion removal, biopsies, injections, sutures) 
• Other routine medical treatments deemed necessary by my provider 

I understand that the nature and purpose of any specific procedure will be explained before 
it is performed, and I will have the opportunity to ask questions. 

Risks and Acknowledgments 
I understand that: 

• No guarantees have been made about the outcome or results of my treatment. 
• Medical care involves potential risks, including bleeding, infection, allergic reaction, 

discomfort, or other complications. 
• I am encouraged to ask questions and discuss any concerns at any time. 

Right to Refuse or Withdraw Consent 
I understand that I have the right to refuse treatment or withdraw this consent at any time, 
verbally or in writing, before a procedure is performed. 

Signatures 
Patient or Legal Guardian Signature  
Printed Name  
Date  



Relationship to Patient (if not self)  
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