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Authorization & Consent for Care and Treatment  

Version 8/15/2020 

 

I. Introduction 

Please read this form carefully which explains how we provide you care. 

II. Who we Are 

- Chicagoland Advanced Retina Care Ltd. is an independent private 

practice ophthalmology medical practice with its primary office location 

at 303 W. Lake St. Addison, IL 60101 

- This consent for care is applicable at affiliated hospitals or other 

locations where physician(s) employed by Chicagoland Advanced Retina 

Care Ltd are credentialed to provide medical or surgical services.  

- For a list of hospitals and organizations we credential with please 

contact us at 630-225-7247.  

III. Providing you Care 

- By agreeing to the terms in this document, you provide Chicagoland 

Advanced Retina Care Ltd. with consent to provide medical and/or 

surgical services to you and/or your dependents as applicable by state 

and federal law. 

- I understand that care means all medical services, including, but not 

limited to, examinations, medical and surgical treatments, office-based 

procedures, and invasive diagnostic testing and procedures.  

- If I am pregnant, I agree that all the provisions in this consent form 

also apply to my unborn child/children while I am receiving care.  
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- I understand that this form authorizes any reasonable medical action 

taken for any purpose while I receive care which may include HIV 

testing, unless I specifically opt out of the HIV testing by informing my 

treating provider that I decline such testing. 

- All diagnostic procedures and medical treatments shall be determined 

by my physician(s) or other appropriate practitioners, as necessary or 

advisable at the time treatment is performed. 

- I understand that no guarantees have been made to me about the 

results of my examination, diagnostic testing, or potential treatments. 

- I agree that physicians, residents, fellows, nurses, technicians, and 

other healthcare professional in-training may be actively involved in my 

care and treatment for teaching purposes.  

IV. Language Assistance 

- If applicable, I have identified my preferred language and whether I require 

qualified interpreting, or another language assistance services during registration. 

- I understand that qualified interpreting and other language assistance services are 

available to me at no cost, and if  I did not elect to have language assistance 

services at registration, I may request these services at any time during my visit 

by notifying a member of the patient care team.  

V. Advance Directive 

- I acknowledge that I have the right to formulate an advance directive and to have 

Chicagoland Advanced Retina Care Ltd. comply with these directives. 

- If I have provided Chicagoland Advanced Retina Care Ltd. with a copy of my 

advance directive, I understand they will honor my expressed wishes and 

directives as fully and as reasonably as possible, in accordance with applicable 

Illinois state law.  
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- My access to care, treatment, and services, is not dependent upon whether I have 

an advanced directive 

VI. Photography and Recordings by Patients 

- I understand that I am not allowed to take pictures or to record care or treatment 

provided by Chicagoland Advanced Retina Care Ltd., its physician(s), technicians, 

employed or affiliated staff.  

- To respect the privacy of other patients, I understand I am not allowed to take 

pictures or record other patients. 

VII. Photography and Recordings by Chicagoland Advanced Retina Care Ltd.  

- I understand that Chicagoland Advanced Retina Care Ltd., its physician(s), 

technicians, employed or affiliated staff may require photographs, video, and/or 

audio recordings to document a medical condition to help with the diagnosis 

and/or treatment and/or to provide me with the highest quality medical care. 

- I give permission for Chicagoland Advanced Retina Care Ltd. to take photographs, 

videos, digital and other images or recordings of me for treatment, education and 

operational purposes.  

- I give permission to use and disclose non-identifiable images for these purposes 

without additional authorization. 

- I understand that all reproduction and all copyrights associated with these images 

and media are and shall remain the property of Chicagoland Advanced Retina Care 

Ltd., its successors and/or assigns.  

 

 

 

 



 
 

4 
 

VIII. Personal Property 

- I understand that Chicagoland Advanced Retina Care Ltd., its physician(s), 

technicians, employed or affiliated staff are not responsible for the loss, theft, or 

destruction of my personal property, including personal valuables that I bring. 

- I release Chicagoland Advanced Retina Care Ltd., its physician(s), technicians, 

employed or affiliated staff from responsibility and liability for the loss, destruction 

or theft of any personal property that I bring with me. 

IX. Expiration and Revocation 

- For adult patients, this form will expire when revoked or replaced. For minors, this 

form will expire when the patient reaches age 18 or is emancipated. I may revoke 

my permission at any time by providing a notarized request in writing to 

Chicagoland Advanced Retina Care Ltd., 303 W. Lake St. Addison, IL 60601. I 

understand that if I revoke my permission it will not apply to any actions taken 

while the consent was active. 

 

CONSENT TO TREATMENT 

I, (patient), Acknowledge that I have received and 

reviewed a copy of Chicagoland Advanced Retina Care Ltd. Consent for Care, Treatment 

and Services Authorization regarding patient consent to receive medical treatment. 

 

Signature of Patient or Responsible Party    Date 

 

Printed Name 
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