Patient’s Name__________________________________________________________

CONSENT TO TREATMENT

I, the undersigned patient or person responsible for the undersigned patient, knowing that I, or the patient, suffer from a condition requiring medical care, do hereby voluntarily consent to such medical care by Eagle Family Health, encompassing routine diagnostic procedures and medical treatment by the physician, her assistants, or her designees as is necessary in his judgment.

I am aware that the practice of medicine and surgery is not an exact science and acknowledge that no guarantees have been made to me as to the result of treatments or examinations in the clinic.

_____________________________________________      ________________________

Patient or Guardian Signature




Date

INSURANCE ASSIGNMENT

I hereby assign Eagle Family Health all benefits otherwise payable to me under the medical expense provision of my policy no. ___________________________ issued by (Name of Insurance Company)_______________________________________________

or so much thereof as may serve to satisfy my indebtedness to said clinic.  I agree that, should the amount be insufficient to cover my entire medical expense, I will be responsible for payment of the difference; and that if my disability be such that it is not covered by the policy contract, I will be responsible to said clinic for the payment of the entire medical bill.

I further authorize Eagle Family Health, members of the staff, administrators, nurses, and officials of the said clinic to furnish to my health insurance company or its representatives any information pertaining to the illness or injuries sustained by me and the treatment thereof for which I received medical care at said clinic.

_____________________________________________    
________________________

Signed







Date

MEDICARE BENEFITS AUTHORIZATION

I request payment of authorized Medicare benefits to Eagle Family Health for me or on my behalf for any services furnished me by Eagle Family Health.  I authorize any holder of medical or other information about me to release to Medicare and its agents any information needed to determine these benefits or benefits for related services.

Medicare Number:_______________________________

_____________________________________________    
________________________

Signed







Date
