PATIENT CONSENT, GUARANTEE, ASSIGNMENT, AND AUTHORIZATION

AUTHORIZATION FOR DIAGNOSTICS, CARE, TREATMENT:  I hereby consent to health care for the patient named below which may include diagnostic procedures and such medical treatment as the physician considers necessary. I understand that the practice of medicine is not an exact science and acknowledge that no guarantees have been made to me concerning treatment. I understand that it is customary, except in emergency or extraordinary circumstances, that no substantial procedures/treatments are performed unless and until the patient (or his /her legal guardian) has had an opportunity to discuss them with the physician or other health professional to the patient’s (or his/her legal guardian’s) satisfaction. Each patient (or his/her legal guardian) has the right to consent or refuse consent to any proposed procedure/treatment.

GUARANTEE OF ACCOUNT:  In consideration for services rendered and to be rendered to me, I guarantee payment of all charges incurred for my treatment. I understand and agree that the charges for services rendered to me are immediately due and payable, including all co-payments that my insurance may require, upon the rendering of services. I understand and agree that my physician may make allowances, at his/her discretion, with regard to the due dates of charges for services rendered to me, based upon insurance or other coverage approved and verified, and that any such allowances do not constitute waivers of any and all financial responsibility on my part. In the event the patient submits payment by check and that check is returned for “Insufficient Funds” by the bank, Washington Hematology-Oncology will add twenty-five ($25.00) dollars to the balance owed by the patient. The patient and responsible party must pay all costs of collection, including reasonable attorney’s fees., if the delinquent balance is referred to an attorney for collection.
ASSIGNMENT OF BENEFITS:  I authorize direct payment of benefits on my behalf to Washington Hematology-Oncology. 

AUTHORIZATION TO RELEASE INFORMATION:  I authorize Washington Hematology-Oncology to release diagnostic and clinical information to third party payers and/or their reviewing contractors, who may be responsible for payment of services provided to me, when such information is needed to determine coverage for a claim or other related claims. I also authorize clinical information to be released to referring physicians and other facilities for the purpose of my continued health care. 

MEDICARE AUTHORIZATION:  I certify that the information given to me in applying for payment under Title XVIII of the Social Security Act is correct. I request that payment of authorized Medicare benefits be made either to me or on my behalf for any services furnished to me by Washington Hematology-Oncology. I authorize the holder of medical or other information about me to release to the health Care Financing Administration and its agents any information needed to determine these benefits. 

I CERTIFY THAT I AM THE PATIENT (OR DULY AUTHORIZED REPRESENTATIVE), THAT I UNDERSTAND THE CONTENTS AND SIGNIFICANCE OF THE ABOVE-STATED TERMS, AND DO ACCEPT THEM AS STATED.

PATIENT/AUTHORIZED REPRESENTATIVE SIGNATURE:  ________________________________________







       DATE: _____-_____-_____

