
� Penn Medicine 
GENERAL CONSENT FORM 

Thank you for choosing Penn Medicine. Penn Medicine is part of the University of Pennsylvania and its Health System. 
The care you receive at Penn Medicine may include care by the hospital chosen below (the "Hospital"), the Clinical 
Practices of the University of Pennsylvania, Clinical Care Associates, and/or other affiliated practices of facilities, and 
each of their authorized agents, employees, and designees (all together, "Penn Medicine"). 

Hospital (if applicable): Penn Presbyterian Medical Center 

I have read and understood each paragraph below, and by signing give consent voluntarily. 
I accept and I intend the signature(s) below to be legally binding and the equivalent of my handwritten signature. 

Patient signing: 

Patient Printed Name Patient Signature Date Time 

Legally Authorized Representative Signing: 

Print Name Signature Date Time 

Relationship to Patient 

Penn Medicine Representative Signing: 

CONSENT TO CARE: I present myself for outpatient care and/or admission to the Hospital chosen above or another 
Penn Medicine provider. I voluntarily consent to care including routine tests and treatment. I know that no guarantees 
have been made to me about the results of the care provided. I understand that Penn Medicine is part of the University of 
Pennsylvania, which is a teaching institution. I agree that those in training programs may take part in my care. I 
understand that for the purpose of my care, certain of my tissue(s), bodily substances and/or fluids may be removed and 
used, modified, disposed of, or transferred by Penn Medicine. I agree that any remaining tissue(s), bodily substances, 
and/or fluids may be used for education and research not specifically related to my care. If such material identifies me, 
research will occur only with my permission. I understand that video, audio, and/or digital recordings/images of my 
treatment by Penn Medicine may be taken, and may be used for: 

• Quality improvement and education, in which case the recordings/images will not become part of my medical record and will be
erased after review. I have the right to decline the recording or image collection or its use for purposes of quality improvement and
education;and

• Consultative services and treatment by healthcare providers at a distant site, such as another hospital, authorized by Penn
Medicine, which may include interactive video, audio, and telecommunications technology (also known as "telemedicine"). Details
of my health history, examinations, x-rays, tests and medical record may be reviewed by and discussed with these other healthcare
providers at these distant sites and other hospitals.

Penn Medicine routinely suspends the resuscitative aspects of living wills, and Do Not Attempt Resuscitation 
Orders, during the pre-procedure, procedural and post-procedural period, unless I specifically tell my Penn 
Medicine providers otherwise. This applies to all invasive and operative procedures. 

CONSENT TO USE AND DISCLOSE PERSONAL HEAL TH INFORMATION: I understand and consent that Penn 
Medicine is permitted to use and disclose health information about me in any form for treatment, payment, and 
healthcare operations and as otherwise allowed by law. This includes sharing my health information with: 

• Penn Medicine or outside providers involved in my care, and family members or friends involved in my care.
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