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Consent for Treatment 
 

 
Patient’s Name (Please Print) ______________________________________ D.O.B__________ 
 
 
I. General consent for treatment and test: I consent to treatment by Renaissance Medical Care 
physician, nurses, and staff for my medical illnesses and/or health evaluations, including but not 
limited to x-rays, blood test, laboratory procedures, medications, and minor procedures. I 
acknowledge and agree that no guarantees have been made to me as to the results or 
outcome of my medical care.  I understand that state law requires physicians to report certain 
communicable diseases to the health department. 
 
II. Independently practicing physicians: I understand and agree that most radiologist, 
pathologist, anesthesiologist, and some allied health professionals are engaged in the practice 
of their professions on behalf of themselves or other corporations and do not practice as 
employees of Renaissance Medical care.  I hereby authorize payment directly to the physicians.  
I also authorize the release of my medical information necessary to process insurance claims 
associated with medical care/treatments received. 
 
III.  Release of liability from patients leaving against medical advice:  If under any circumstances 
I leave any physician’s office against medical advice of the physician or Renaissance Medical 
Care staff, then Renaissance Medical, personnel, and physician are released from responsibility 
or liability for any injuries or damages which may result from my leaving against medical advice.     
 
IV. Authorization to Release Medical Information:  I authorize Renaissance Medical Care and all 
physicians involved in my care to disclose and release my medical information, which may 
include alcohol and drug abuse, psychiatric, HIV/AIDS, and Hepatitis test results, to any person 
or organization that may be liable or responsible for payment of medical services. 
 
V. Assignment of Insurance Benefits/ Promise to Pay:  For and in consideration of services 
rendered and to be rendered by Renaissance Medical Care, I hereby guarantee payment for all 
charges incurred for the account of the above named patient. I understand and direct any 
person, firm, or corporation, including but not limited to, insurance companies or attorneys 
representing the patient or any other party, for services, to assign proceeds of any payment for 
services rendered to said patient directly to Renaissance Medical Care.  I understand that by 
Renaissance Medical Care accepting assignment on said benefits, the provider does not 
relinquish its right to collect any balance not paid by third party. I further agree that if such 
indebtedness is placed in the hands of a collector or attorney for collection, I will pay reasonable 
collections fees and attorney fees, interest, court costs and other collection expenses. 
 
VI. Students: We often have students working with us. If you do not wish for a student to be 
involved in you care, please make staff or provider aware. 
 
I have read and understand this document, and agree to its terms.   
          
 


