
                               CAPITAL OTOLARYNGOLOGY HEAD AND NECK SURGEONS


                                CONSENT FOR TREATMENT AND AUTHORIZATIONS


Consent for Treatment

I hereby agree and give my consent for medical care and treatment to Capital Otolaryngology, hereinafter referred to as Center, under the care of my attending physician.  I authorize my doctor, consulting physicians designated by my doctor, resident physicians, and other Center personnel to perform diagnostic procedures, including x-ray examination and laboratory procedures and nursing or medical/surgical treatment, including administration of blood products, which, in the judgment of my physician, his or her associates, assistants, or designees is necessary or advisable in response to my healthcare needs.  I agree to be financially responsible for the costs of such diagnostic procedures.  I authorize and consent to the disposal, use retention, or donation by Center at its discretion, of all tissues, materials and substances that would normally be removed in the course of such diagnostic procedures and medical treatment.  I am aware that the practice of medicine and surgery is not an exact science, and I acknowledge that no guarantees have been made to me as result of treatments or examination in the Center.

Assignment of Insurance Benefits and Statement of Financial Obligation

I hereby assign and authorize payment directly to the Center of any insurance benefits and/ or third party payments otherwise payable to me (or to my legal guardian or beneficiary) for Center services, including, without limitation, all sick benefits, Medicare benefits, injury benefits due because of liability of a third party, or proceeds of all claims resulting from the liability of a third party.  I further agree that this assignment will not be withdrawn or voided at any time until we account for services paid in full.  I understand that I am financially responsible for all Center charges, including any charges not covered by insurance company.  The undersigned individually obligates himself to pay the account of Center in full in accordance with the regular rules and terms of the Center.  I acknowledge that if the Center had agreed to bill my insurance carrier or other third party it has agreed to do as a courtesy and that the Center has the right to demand payment in full from me at any time prior to full payment from any third party, unless Center and my insurance company or third party carrier have agreed that I will not be billed.

Should this account be turned over to a collection agency or an attorney for collection, the undersigned agrees to pay all collection agency fees, court costs, reasonable attorneys’ fees.  The undersigned agrees that any patient or guarantor overpayments collected on the above outpatient treatment(s) may be applied directly to a delinquent account of the patient or any delinquent
account for which the patient or guarantor is legally responsible at the time of collection of the overpayment.

HMO Patients

HMO Patients are required to select a PCP (primary care physician).  If your insurance requires a referral from your PCP, you (the patient) are responsible for obtaining that referral from you PCP.
Release of Medical Information

I authorize the Center to release information regarding my medical care and treatment (including diagnosis and test results that may include drug and/ or alcohol, psychological conditions, or Acquired Immune Deficiency Syndrome) to the guarantor on my account or to insurance companies, networks, or other organizations which contract with payers on behalf of providers or, third party carriers, state or federal care program representatives, for which I have assigned benefits for my treatment and care, and to all physicians, health care facilities, or other providers engaged in further care and treatment.  I authorize release of this information in writing or by telephone.

Medicare Patient Certification (check if applicable)

I request Medicare services and benefits.  I certify that the information given by me in applying for payment under the Title XVII of the Social Security Act is correct.  I 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 related Medicare claim.  I permit a copy of this authorization to be used in place of the original.  I request and assign that payment for authorized benefits to be made to Center on my behalf for any services furnished to me by Center, including physician services for which the Center is authorized to bill.  I understand that I am personally responsible for any non-covered services, health insurance deductibles, and coinsurance.

The undersigned certifies that he/she has read this entire document and is the patient, or is duly authorized by the patient or by law to execute the above agreement, and accepts and understands its terms.

Patient Signature:







               Date: ______________________                                                                            
Patients Agency/ Guarantor/ Relationship:  __________________________________  Date:  ___________________


Acknowledgement of Review of Notice of Privacy Practices

I have reviewed this office’s Notice of Privacy Practices, which explains how my medical information will be used and disclosed.  I understand that I am entitled to receive a copy of this document.

Signature of Patient/Parent/Legal Guardian: __________________________________  Date: ___________________

Print Patient’s Name: _______________________ Print Parent/Guardian Name and Relationship: _______________________
