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Name___________________________________

DOB ___________________
CONSENT FOR TREATMENT

The above named patient hereby authorizes and consents to any services deemed necessary and proper in the diagnosing or treating of any physical or mental condition by the providers of Lone Star Primary Care and Aesthetics.  This may include, but not be limited to, diagnostic procedures, radiology procedures, laboratory procedures, and medical or office procedures under the general or specific instructions of said providers.

INITIAL __________________

RECEIPT OF PRIVACY POLICY

The above named patient acknowledges receipt of the privacy policy of Lone Star Primary Care and Aesthetics. I have reviewed said document and all questions have been answered to my satisfaction.

INITIAL __________________

INSURANCE ASSIGNMENT

I hereby authorize payment of any medical benefits otherwise payable to me, directly to the entity of Lone Star Primary Care and Aesthetics. I also authorize release of any information relating to any claim for myself or minors under my guardianship.

I understand that I am responsible for all costs of treatment. 
INITIAL __________________

I agree and understand the above Consent for Treatment, Receipt of Privacy Policy, and Insurance Assignment.

_______________________________

Signature of Patient or Legal Guardian

_______________________________
______________________

Print Patient’s Name
Date

_______________________________

Print Name of Patient or Legal Guardian, if applicable

