Form 06008: Consent for Treatment/Financial Authorization

1. I hereby voluntarily request, consent to and authorize the physician, his/her associates, assistants or other practitioners to provide medical and minor surgical treatment, including but not limited to diagnostic procedures, x-rays, medication administration, physical examination and screening services, including drug/alcohol screening, as is deemed necessary and advisable. 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 to the results of examination and treatment which I have hereby authorized.
2. I authorize Kenneth E. Vobach, M.D., PC and its affiliates to release any and all information necessary concerning my diagnosis and treatment for the purposes of securing payment from my insurance company; and thereby authorize payment of the insurance benefits directly to the physician for any services rendered that are not paid for directly by me.

3. I further understand that my treatment may require more than one date of service; therefore this consent shall carry full force and effect from the date of signature until I am discharged from treatment.

4. I assume full finance responsibility for payment of all services provided to me, including any portion of my bill that is not paid by insurance, workers’ disability compensation or social agencies, including any and all late fees.
5. I understand the content and significance of this form, and my questions have been answered.

***NOTICE***

If another person has a percutaneous, mucous membrane, or open wound exposure to my blood or other body fluids, the following tests may be necessary without additional consent: an HIV, hepatitis screens, and other blood borne pathogen tests, as needed.

Public Act No. 488 of 1988 of the State of Michigan states that an HIV test may be performed upon me without any additional consent, if a health professional or employee has a percutaneous, mucous membrane, or open would exposure to blood or other body fluids. 
____________________________________________              _______________

Signature of Patient/Patient Representative     Relationship     Date 
                                Witness
ACKNOLEDGEMENT OF RECEIPT OF PRIVACY NOTICE
By signing below, I acknowledge that I have received Kenneth E. Vobach, M.D., 
PC’s Notice of Privacy Practices.

____________________________________________            ________________

Signature of Patient/Patient Representative       Relationship      Date 
                         Witness

Patient Name:
Date of Birth:
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