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GENERAL NOTIFICATION OF PATIENT

 AND CONSENT OBTAINING FORM
__________________________________________________________________

(Name of clinic)

_________________________________________________________________

(Name of department)

__________________________________________________________________

(First name, surname and personal identification code of patient)

__________________________________________________________________

(No. of case history of inpatient)

_______________________________________________________________________________

(First name, surname and personal identification code of patient’s representative)

I hereby certify with my signature that the attending physician, 

 ____________________________________,
has informed me of:

(First name and surname of attending physician)

1. the results of the medical examination of myself/the patient I represent, the state of health of myself/the patient I represent, any possible illnesses and the development thereof, the nature and purpose of the health care services provided, the risks and consequences associated with the provision of such health care services and of other available or necessary health care services to specify the particular clinical picture, diagnosis and treatment possibilities;

2. that the results of the provision of health care services are not predetermined;

3. the possibility for me/him/her to be provided with health care services in the presence of students, interns and residents for the purpose of studies;

4. carrying out clinical-laboratory tests (analyses of blood, urine, faeces, clinical objective examination of myself/himself/herself, specifying the development and circumstances of the disease) in accordance with my/his/her condition without further notification.

5. the right:

5.1. to obtain the information set out in clause 1 in writing, as well,

5.2. to refuse to be given the information set out in clause 1 unless this damages the legitimate interests of myself/the patient I represent or any other persons,

5.3. for me/him/her to be provided with health care services only with the relevant consent,

5.4. to withdraw the consent prior to the provision of health care services within a reasonable period of time,

5.5. to refuse proposed treatment, procedures, etc., and request a discussion of alternative solutions,

5.6. to choose a physician or other medical staff within the bounds of possibility,

5.7. to get secondary opinion;

6. the duty to:

6.1. inform the provider of health care services of all circumstances which, according to my/his/her best understanding, are necessary for the provision of health care services;

6.2. provide any assistance which the provider of health care services requires to perform the contract.

I shall hereby give / not give my consent to provide health care services under the above terms and conditions.






_________________________________







(Signature of patient / representative of patient)







_______________________________________







(Date, time)

As an attending physician treating the patient 

_____________________________________________________________





(First name and surname of patient) 

I certify that he/she / his/her representative has been informed pursuant to §§ 764 - 766 of the Law of Obligations Act and the relevant consent has been obtained / the relevant consent has been refused. 






_______________________________________






(First name and surname of attending physician, signature)







_________________________________ 







(Date and time)  

Duty to pay for the bed days spent in a medical institution: 

Pursuant to § 71 of the Health Insurance Act (State Gazette /Riigi Teataja/ I 2002, 62, 377) a medical institution is entitled to establish a supplementary bed day fee. Upon establishment of this fee in the Clinicum I undertake to pay for the bed days spent in hospital up to 25 EURO as a maximum on the last day of treatment in accordance with the number of bed days and the procedure for collecting the visit fee and fee for bed days (PKL- 115).   

                                                                         _______________________________







(Signature of patient / representative of patient)
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