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B
y this docum

ent, I hereby consent to have S
tate/F

ederal health review
 personnel conduct a hom

e visit to 
ensure that the F

ederal requirem
ents are m

et and to assist in evaluating the effectiveness and quality of 
hom

e health services that I receive from
 the _______________________________________________. 

(N
am

e of PA
C

E
 O

rganization) 

I understand that consent for this visit is voluntary and none of m
y rights to confidentiality or privacy are 

w
aived by m

y consent. I have been told and I understand that refusal to consent to a hom
e health visit w

ill 
have no effect on the level or nature of PA

C
E

 benefits I am
 currently receiving. 
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