
         COMMUNITY MEDICAL CENTER WELLNESS SCREENING CONSENT FORM 
 

 

#84220  Missoula County Public Schools Employee Information: (Please print legible) 

Name: Date of Birth: Sex: 

Address: 
 

City, State, Zip: 

Phone: Email: 

Laboratory Order:   Check lab test you would like to have collected today-NO CHARGE 

 □   General Health Screen: Hemogram, Cholesterol, Triglycerides, HDL, LDL, Chemistry Panel and TSH 

□   Hemoglobin A1C     

Additional testing available for a FEE, must be paid for at time of service. 

□   Vitamin D     $25.00 

  

 
Total Due Today: 
 
              $__________ 
 

 
Check #_____________ 
 
Cash $______________ 

 
Collected by: 
 
______________________________ 
 

Consent for Services:  Read carefully, sign, date and time 
 
I consent to a venipuncture and the performance of laboratory testing on my blood sample.  I understand that laboratory 
results are NOT a substitute for medical advice, diagnosis or treatment.  I understand that this is a screening exam only that has 
not been reviewed by medical staff and yet may still have significant importance to my overall health.  It is my responsibility to 
share my results with my primary care provider.  I understand that my lab results will be viewable for my Provider within my 
Cerner Electronic Medical Record.  The information will not be reviewed by a Community Medical Center Provider other than to 
determine whether the results are in the critical range established by Community Medical Center Laboratory.  If I am not 
reasonably available at that number, I release Community Medical Center from liability related to the inability to contact me by 
telephone.  I also agree to release and discharge Community Medical Center and its employees from any and all liabilities 
relating to my failure to seek medical advice, follow up testing and/or treatment following my receipt of my laboratory test 
results.  

□   I understand that my results can be viewed and printed from Patient Portal and that they will be viewable by my    
provider within my Cerner EMR.  

My signature acknowledges that I have read and understand the Consent listed above.  I have also been given the 
opportunity to review Community Medical Center’s Notice of Privacy Practices. 
 
 
 
Signature_____________________________________________________Date________________Time_________ 


