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CONSENT FOR                                 


PARTICIPATION IN MEDICAL SERVICES               
NAME:                                                                                                                               CASE #:________________                         
In applying for services from LifeWays, I agree:

1)
To authorize LifeWays to release non-identifying information from the Department of Community Health Form #1810 to the Michigan Department of Community Health in accordance with Section 748, Public Act 258, Public Acts of 1974 and Rules 330.1748.

2)
To participate or to permit participation of                                                                           in the following services offered by LifeWays:


Medical Services
 Yes 
    No

I understand that consent may be withdrawn and participation discontinued at any time without penalty.  The above services including their purposes, risks, benefits to be reasonably expected, any appropriate alternatives and any further question I had were explained to my satisfaction by                                                                             on                                                   .(date)

3)
Additionally, I certify that I have received a copy and explanation of "A SUMMARY OF RECIPIENT RIGHTS WHEN YOU RECEIVE MENTAL HEALTH SERVICES" including consumers Code of Conduct, the following LifeWays policy ". . . that I may be tested without consent for HBV/HIV at no cost, per Michigan Compiled Laws 33.5133," and LifeWays policy regarding advance directives.

4)
Information regarding Advanced Directives was offered to me.


 Yes      No



If No why:________________________________________

5)
I have provided an advance directive that shall be filed in the medical record.  
 Yes      No

Witness's Signature                                            Date                 

Consumer's Signature                                        Date 

Parent's or Guardian's Signature                           Date                 

Relationship                                                      Date

I consent to release medical and treatment information required for coordination of care to my primary care physician 

Physician's name and address

I, the undersigned, understand that I may revoke this consent at any time except to the extent that action has been taken in reliance on it and that in any event this consent shall expire one year from the date of signature or sixty days after the date of my discharge from LifeWays services unless otherwise specified below:          /        /       .

Witness's Signature                                         Date                 
Consumer's Signature                                        Date 

Parent's or Guardian's Signature                        Date                 
Relationship                                                        Date

Note:  A new consent form must be obtained if:  a) the Person Centered Plan is changed to include additional programs or interim circumstances substantially affect the risks, benefits or other consequences reasonably expected; b) legally competent minor reaches his/her 18th birthday; or c) change of guardianship status.
*Witness is responsible to, in good faith, assure that, if the consumer signs, she/he was competent to give informed consent (R330.7003) (R300.6013) (a)-(c) Michigan Department of Community Health Emergency rules, or if guardian signed, documentation is on file indicating that the court has empowered the guardian with the authority.  If the witness does not feel the consumer is competent, refer to R330.6011 (3)-(4).

Upon request, you may receive a copy of this agreement.
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