
CONSENT FOR MEDICAL TREATMENT 
AND 

ACKNOWLEDGEMENT OF NOTICE OF PRIVACY PRACTICES 
SADDLEBACK COLLEGE STUDENT HEALTH CENTER 

 
 

The Student/Healthcare Provider relationship is confidential. Information about you will 
not be disclosed without your permission unless 

 it is determined that you are a danger to yourself or others. 
 by court order; subpoena;  where reporting is required by law including, but not 

limited to, reasonable suspicion of domestic violence including child, spousal, or 
elderly abuse. 
 

I understand I will be provided with a paper copy of the Saddleback College Student 
Health Services Notice of Privacy Practices at my request. I understand that this notice 
contains information about how my PHI (protected health information) will be protected 
and my rights as a patient. 

 
 
I understand I have the right to be informed about recommended treatments and 
treatment options and the right to consent to or refuse any proposed treatment or test. I 
understand that I will be provided with: 
 

 The diagnosis or suspected diagnosis. 
 The nature, purpose, risks, complications, and/or side effects of the 

recommended treatment or procedure. 
 The nature, purpose, risks, complications, and/or side effects of any available 

treatment option. 
 The possible consequences if advice/treatment is not followed. 

 
I, the undersigned patient, parent, and/or legal guardian, authorize evaluation and 
treatment by the medical and/or nursing staff at Saddleback College Student Health 
Center. I understand that I reserve the right to refuse any and all advice or treatment.   
 
 
I have read and understand the above consent.   
 
 
_________________________________________                                          ________________ 
Print Patient Name                                                                                                                                            Date 
 
______________________________________________________________________________                 
Patient Signature (If patient is a minor, a parent or legal guardian must sign consent.)      
 
_____________________________________________________                               ___________________________ 
Relationship to Patient (If consent signed by a parent or legal guardian)                                         Witness 
 
 
Please Note 
The Health Center is not a 24-hour care facility.   
If an emergency occurs after normal business hours, seek immediate medical or 
psychological attention at the nearest emergency room or call 911. 
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