
MSU General Consent for Medical Treatment

Patient: SAMPLE
DOB: SAMPLE
Address: 965 FEE ROAD 
EAST LANSING, MI 48824

Date: SAMPLE
Patient ID:  SAMPLE

Department: ____________________________________________ 

Provider: _________________________________________________

I consent to allow the providers of the MSU HealthTeam to perform necessary medical examinations and tests to
diagnose and treat my health conditions.

I understand healthcare students may be involved in my care.

I have the right to have a chaperone present when I am with my provider. A chaperone is required for any sensitive
examination unless I decline a chaperone in writing. If I am consenting on behalf of a child under 11 years of age, I
may serve as the chaperone.

I have the right to discuss any treatment with my provider. I am encouraged to ask questions about any concerns I
have.

I understand that if additional testing or invasive procedures are needed, I will be asked to read and sign additional
consent forms.

This consent is valid until I revoke it in writing. 

► Patient/
Representative Signature: ___________________________________________________ Date: _____________

► Printed Name of Patient
or Personal Representative: _____________________________________________________________________
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