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AUTHORIZATION \ CONSENT TO TREATMENT

1 | (patient name) give permission for Siouxland Paramedics Community
Paramedics to give me medical treatment.

| understand that:

e Siouxland Paramedics Community Paramedics will have to send my medical record
information to my insurance company.

e Siouxland Paramedics Community Paramedics may send my progress notes to my
primary care provider\care team

K

2. lunderstand:
e | have the right to refuse any procedure or treatment .
e | have the right to discuss all medical treatment with my clinician.

Patient’s Signature Date

Parent or Guardian Signature (under 18) Date

Print Name Date



s Siouxiand
’ Paramed’jfs

AUTHORIZATION TO RELEASE AND DISCLOSE PROTECTED INFORMATION

i, (print name) ' Date of Birth: authorize the Siouxland Paramedics

Community Paramedics Team, and the following entities:

e Siouxland Mental Health Center

e Unity Point Health St. Lukes

o Mercy Medical Center

e Siouxland Community Health

e Woodbury County Mental Health Services
e Siouxiand District Health Center

e Family Healthcare of Siouxland

e Siouxiand Paramedics

¢ Family Medicine

e PACE
¢ Sjouxland Center
e Other:

To communicate with and disclose to one another the following written or verbal information:

Please check all the appropriate information:

Initial and subsequent evaluation of my service needs by the Community Paramedics and its members
Current and past Mental Health Treatment Programs, including dates

Current and past Chemical Dependency Treatment Programs, including dates

Current and past Emergency Department Visits, including dates and cost

Past and\or present protected Mental Health Information

Past and\or present Substance Use Information

Pans and\or present Health Information

Other: Information needed to obtain housing, food, and other resources

Other:

Q8 B g 8 @




The purpose of this disclosure release is to coordinate care or services related to assessment, referral, medical, substance use,
“ntal health, vocation, transportation, shelter \ housing.

This authorijzation will automatically expire (1) year from the date of signature, except as specified: . No express
revocation shall be needed to terminate my consent, | understand that this consent is voluntary and | may revoke this consent at any
time by sending written notice to Siouxland Paramedics Community Paramedics, 1110 Dace Ave, Sioux City, IA 51101. [understand
that any information released prior to the revocation may be used for the purposes listed above, and does not constitute a breach of
my rights to confidentiality, | understand that any disclosure of information carries with it the potential for unauthorized re-
disclosure and once the information is disclosed, it may no longer be protected by federal privacy regulations. | understand that |
may review the disclosed information by contacting the recipient named or Siouxland Paramedics Community Paramedics.

Mental Health Information is protected by federal and state law, Chapter 228 of the lowa Code and federal regulations governing
Confidentiality of Alcohol and Drug Abuse Client Records, 42 CGT Part 2 cannot be disclosed without my written consent.
Unauthorized disclosure may result in civil damages and criminal penalties.

Client Signature Date Guardian Signature\Relationship Date



Pre-visit instructions and directions provided

Applicable records and reports acquired

Appointment date and time confirmed

OO0 |0 (O

Insurance pre-authorization completed (if required)




Name:

Medication Record

Date

Medication

Dose
Given

Frequency
(i.e. 2x per day)

Time

am

pm




Vital Signs Flow Sheet

Patient: Notes:

DOB:

M/F:

Physician:

Date | Weight | Temp. | BP | Pulse | Respiration | Pain | Initials




Name

Date

Medical Progress Notes

Observation

aweN




R

. Lab,X-Ray & Special Procedure Results Record

Patient’s Name:

Reference Record #:

Tel: (home) (Mobile)

Date of Birth: Gender: 0O Male O Female

Insurance Details:




DOCTOR VISIT PREPARATION FORM

Doctor’'s Name: Hospital Name:
Appt. Date: Address:
Appt Time:

I scheduled this appointment because:

Questions: 1.
2
3
4.
5.
6.
7.
8.
9.
10,
Symptoms:




Patient Name

Patient Name

Patient Name

:30

:45

_10:00 M

15

:30

145

:15

145

__3:00PM

15

:30

45

15

:30

45

_ 5:00 PM

15

230

45




Blood Sugar Tracker

Week
Starting
! !

Sunday

Monday

Tuesday

Wednesday

Thursday

Friday

Saturday

Breakfast

Before | After

Before | After

Before | After

Before | After

Before | After

Before | After

Before | After

Lunch

Dinner

Bed time

Week
Starting
/ /

Sunday

Monday

Tuesday

Wednesday

Thursday

Friday

Saturday

Breakfast

Before | After

Before | After

Before | After

Before | After

Before After

Before | After

Before | After

Lunch

Dinner

Bed time

Week
Starting
! I/

Sunday

Monday

Tuesday

Wednesday

Thursday

Friday

Saturday

Breakfast

Befare | After

Before | After

Before | After

Before After

Before | After

Before | After

Before | Aifter

Lunch

Dinner

Bed time

Week
Starting
/ /

Sunday

Monday

Tuesday

Wednesday

Thursday

Friday

Saturday

Breakfast

Before | After

Before | After

Before | After

Before | After

Before | After

Before | After

Before | After

Lunch

Dinner

Bed time




Blood Glucose Testing Record

Name:

Date Morning Lunch time Dinner Bedtime Physical Activity

Date Morning Lunch time Dinner Bedtime Physical Activity

Date Morning Lunch time Dinner Bedtime Physical Activity
é

Date Moming Lunch time Dinner Bedtime Physical Activity
$

Date Moming Lunch fime Dinner Bedtime Physical Activity

Date Morning Lunch time Dinner Bedtime Physical Activity
3

Date Morning Lunch time Dinner Bedtime Physical Activity
E
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