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Patient Consent Form

Consent to Medical Services

I consent to laboratory procedures or other services rendered to me as ordered by my physician. This consent
includes the testing for blood-borne infectious diseases, including but not limited to Hepatitis and HIV (Human
Immune Deficiency), a physician orders such tests diagnostic purposes.

Assignment of Benefits

This assignment of benefits allows the healthcare facility and/or facility-based physicians to be paid directly by my
health insurance carrier or other health benefit plan for the laboratory services the healthcare facility and/or
facility-based physicians provide to me. In return for the services rendered and to be rendered by the facility and/or
facility based physicians provided to me. In return for the services rendered and to be rendered by the facility
and/or facility-based physicians all right, title, and interest in all benefits payable for the laboratory services
rendered, which are provided in any and all insurance policies and health benefit plans form which my dependents
or | are entitled to recover. This assignment and transfer shall be for the purpose of granting the healthcare facility
and/or facility-based physicians an independent right of recovery against my insurer or physicians to pursue any
such right or recovery. In no event will the healthcare facility and/or facility based physicians retain benefits in
excess of the amount owed to the healthcare facility and/or facility-based physicians for the care and treatment
rendered during my visit(s).

Payment Agreement The patient/responsible party or legal guardian obligates himself to the payment of practices
account incurred in accordance with the regular rates and terms of the practice at time of discharge. If the
patient/responsible party fails to make payment when due and the account becomes delinquent or is turned over to
a collection agency or an attorney for collection, the patient/responsible party shall pay a 29% collection fee and all
court costs and attorney’s fees.

Medicare Patient Certification | certify that the information given by me in applying the payment under Title
XVII of Social Security Act is correct. | authorize any holder of medical or other information about me to release
to the Social Security Administration or its intermediaries or carriers any information needed for this or a related
Medicare claim. | permit a copy of this authorization to be used in place of the original and request payment of
authorized benefits be made on my behalf.

Release of Information

I authorize the facility and any physician or caregiver involved in my care to release information and supporting
documentation obtained during my visit to any organization, which is or may be liable or responsible for payment
of charge associated with my visit. This authorization specifically includes the release off medical information
concerning blood-borne infectious diseases.

Notice of Privacy Practices
I acknowledge that | have been given the practices Notice of Privacy Practices. The Undersigned certifies that |
have read all of this document and | the patient, or is duly authorized by the patient or by the law to execute the
above agreement, accept and understand its terms.

Initials

| hereby certify and state that | have read and been given the opportunity to ask questions about this Patient
Authorization, | fully understand this Patient Authorization and that | have signed this Patient Authorization
knowingly, freely, and voluntarily. Moreover, | certify and state that | have received no promises, assurances or
guarantees from anyone as to the results that my be obtained by any Laboratory procedure or other services and |
have signed this document without inducement, other than the rendition of services by the healthcare facility
and/or facility-based physicians.
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