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COMSENT TO TREAT: | request and consaent to my physician to provide and perform such
medical/surgical care, tests, procedures, drugs, and other services and supples as are considered

necessary or banaficial by my physician for my health and well being. | acknowledge that no
representations, warmanties or guarantees as to the results or cures have been made o me or relied

upon by me
INITIAL

RELEASE OF MEDICAL INFORMATION AND AUTHORIZATION TO PAY INSURANCE
BENEFITS: | authorize my physician to releasa information from my medical record to my insurance
carmiens) or govermment agency for the processing of claims for medical benefits. | request that my
ingurance company(s) honor my assignment of insurance benafits applicable to the sarvicas and pay
all assigned insurance benefits directly to my physician, on my behalf.

INITIAL

MEDICARE CERTIFICATION: | certify that the information given to me in applying for payment
under Tite XVI of the Social Security Act s cormect. | authoriza my physician whao treats me to
release information from my medical record to the Social Security Administration andfor the Medicare
program or its intermedianes or camers. | request that payment of authorization benefits ba made
dirsctly to my physician freating me, on my behalf

INTILAL

FINANCIAL AGREEMENT: Iundmﬂﬂmmﬂmhllmpmmwﬂmmmw
the patient's responsible party/guarantor. My physician will assist patients in obtaining insurance
benefits when those benefits are assigned o my physician. |t is the patient's responsibility to make
Sure insurance payments are processed and paid promptly to my physician. In the case of default
payment, | promise fo pay any legal interest on the balance due, Iogether with any collection cosis
and reasonable attormey fees incurmed to effect collection of this account or future outstanding
accounts
INITIAL

EMERGENCY CONTACT: Nama/Phona Mumber of nearest relative/friend not living with me:
{nama) {phone number)

(retationship)
In the event of an emergency, | authorize the above listed person to be contacted.

INITIAL



