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CONSENT FORM FOR CLINICAL CASE 
REPORT/MEDICAL JOURNAL PUBLICATION

Name: _____________________________

Med Record #:_______________________

Date of Birth:________________________

This form is used by all provider entities of the Geisinger 
Health (which is not a provider entity) including Geisinger Medical 
Center (all campuses), Geisinger Wyoming Valley Medical Center 
(all campuses), Geisinger Clinic (all sites), Geisinger Community 
Medical Center (all campuses), Geisinger Bloomsburg Hospital, 
Geisinger Lewistown Hospital, Geisinger Jersey Shore Hospital, 
Geisinger Medical Center Muncy, and all other provider entities 
as outlined in the Geisinger Notice of Privacy Practices but 
excluding Marworth, and Geisinger Community Health Services.
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Provisional Title of the Case Report/Publication:

	
Patient Information

Full Name: 	

Address: 	

Email: 	

Phone: 	

Physician Investigator Information

Full Name: 	

Address: 	

Email: 	

Consent

I, 	 , have been 

treated by 	 .

By signing this consent form, I authorize the above-named practitioner and co-authors to write, 
present, and/or publish a case report about my treatment. I understand the following:
1.	 Purpose and Benefits:

•	 I will not directly benefit from participating in this case report.
•	The information shared may contribute to medical and scientific knowledge and improve the 

care received by others in the future.
2.	 Privacy and Confidentiality:

•	My name and other identifiable information will not be disclosed, and the information used will 
be de-identified prior to publication or presentation.

•	Complete anonymity cannot be guaranteed, and it is possible that someone may recognize me 
by virtue of the uniqueness of my condition/care. 

Print full patient name

Print full name of practitioner
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DO NOT SIGN THIS FORM UNLESS YOUR QUESTIONS HAVE BEEN ANSWERED
I have enough information to make a decision.

Signed By: 	 	 Date: 	 	 Time: 	
	  Patient       Personal Representative (POA)       Parent or Legally Appointed Guardian

 Interpretation service used: 	 	Language: 	

Interpreter name: 	  Interpreter ID number: 	
If using a personal representative, please specify relationship to the patient:

	
If using a personal representative, please specify reason patient was unable to sign:

	
Signature of Authorized
Geisinger Representative: 	 	 Date: 	 	 Time: 	

Witness Signature: 	 	 Date: 	 	 Time: 	

Contact Information: If I have any questions or wish to withdraw my consent in the future, I may 
contact the physician investigator listed on page 1.

3.	 Information Used:
•	My disease history, laboratory findings, de-identified photographs, and relevant clinical 

information or prescribed treatment protocols relevant to this case may be used.
•	A summary of my treatment will be presented for evaluation and may be published in a 

medical journal or presented at a medical conference.
4.	 Voluntary Participation:

•	My participation is entirely voluntary, and I may withdraw permission at any time.
•	Once the case report is written and published, it will not be possible to withdraw it.

5.	 No Compensation:
•	 I will not receive any compensation for agreeing to participate in this case report.

6.	 Release:
•	 I hereby forever release and discharge the authors, the journal(s), their employees 

and employers, licensees, agents, successors, and assigns from any claims, actions, 
damages, or demands whatsoever by reason of any such use. 


