

		 


Division of [Insert division name]	
Telephone: [Insert division telephone number]
[Insert division website address]



[Insert name of program]

I hereby authorize and give my consent to Weill Cornell Medical College to participate in the [Insert name of program] Program.

In this program, [describe procedure]. [If applicable, add: I will be given the results of my [insert type of test(s)] test(s) along with appropriate counseling and referrals.] 

My participation is entirely voluntary and may involve risks.  I assume all risks and responsibilities related to my participation in the [Insert name of program] Program. 

[If applicable, add: I understand that if I test positive for [insert condition], the results, if required by law, will be reported to [describe whether positive test results will be forwarded to a government agency].] 

I understand that my privacy and health-related information will be kept confidential, and that no other information will be provided to any individual or organization without my consent.

On behalf of myself, my heirs, representatives, executors and administrators, I release and hold harmless Weill Medical College of Cornell University, its officers, trustees, overseers, employees, and agents from any liability connected to my participation in 
the [insert name of program] Program. 

If under 18 years of age, permission must be given by participant’s parent or legal guardian. __________________________________		


_____________________					_____________________
Signature of Participant					Date


__________________________________			_____________________
Signature of Witness						Date
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