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CONSENT FOR TREATMENT

1. I  hereby outhorize docfor or designoted stoff  to fake x-roys, sfudy models, photogrophs,

ond other diognost ic oids deemed oppropriote by doctor lo moke o thorough diognosis

of (nome of pot ient) 's denioi  needs

Upon such diognosis,  I  oulhor ize doclor to perform ol l  recommended treotment
mutucl ly cgreed upon by me cnd to employ such cssislonce os required to provide

Drooer core,

3, I  ogree to the use of onesthet ics, sedat ives ond other medicct ion os necessory. I  ful ly

understcnd thot using onesthet ic ogents embodies certoin r isks, I  understond thot I

con osk {or o complete reci loi  of  ony possible compl icotrons,

I  give consent to the docfor 's or designoted stoff 's use cnd disclosure of cny orol ,

wri t ten or electronic heolth records thot ore individuol lv ident i f icble os mine for the
purpose of ccrrying out my treotment,  poyment cnd heolth core operot ions, I

undersfond thoi only the minimum omount of informotion necessory to provide quol i ty

core wi l l  be used or disclosed ond thot o not ice ful ly out l in ing the proteci ion of my
personcl heolth informotion is ovoi loble,

I  ogree lo be responsible for poyment of c l l  services rendered on my beholf  or my

dependents. I  understond thot poyment is due of the t ime of service unless olher

orrongements hove been mode In the eveni poyments ore not received by ogreed

upon dotes, I  understond thct a 1-112o/o lote chorge ( lB% APR) moy be odded to my

occount,  l f  required, I  olso understond c check of my credi l  history moy be mode.
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