
CONSENTS	
	

Patient	Name	
(Print)	___________________________________________DOB________	
	
CONSENT	FOR	TREATMENT:	I	hereby	authorize	and	consent	to	the	
performance	of	examinations,	diagnostic	procedures	and	treatments,	
which	my	attending	physician	and	I	agree,	are	necessary.	This	consent	
shall	remain	in	effect	until	I	choose	to	revoke	it	in	writing.	
	
CONSENT	FOR	BILLING	SERVICES:		I	understand	that	I	am	responsible	for	any	fees	
rendered	for	services.		I	hereby	authorize	Reneu	billing	service	to	furnish	
information	to	my	insurance	carrier	concerning	all	conditions	including	those	that	
my	reference	drug	abuse,	alcohol	abuse,	HIV,	or	mental	illness.	I	understand	I	am	
responsible	for	any	amount	not	covered	by	my	insurance	carrier	to	make	payment	
to	Reneu.		This	consent	shall	remain	in	effect	until	I	choose	to	revoke	it	in	writing.	
	
MEDICARE/SUPPLEMENTAL	INSURANCE	AUTHORIZATION:		I	request	payment	
of	authorized	Medicare	benefits	be	made	on	my	behalf	to	Reneu	for	any	services	
furnished	me	by	that	physician.		I	authorize	any	holder	of	medical	information	
needed	to	determine	benefits	or	the	benefits	payable	for	related	services.		This	
consent	shall	remain	in	effect	until	I	choose	to	revoke	it	in	writing.	
	
ACKNOWLEDGEMENT	OF	RECEIPT	OF	PRIVACY	NOTICE	
Your	privacy	and	the	privacy	of	your	protected	health	information	is	important	to	
us.		To	provide	you	with	health	care,	we	must	share	your	protected	health	
information.		It	will	be	used	for	treatment,	payment,	and	our	health	care	operations.		
Our	Notice	of	Privacy	Practice	gives	you	information	about	how	we	may	use	and	
disclose	your	protected	health	information.	You	have	the	right	to	review	our	NPP	
before	signing	this	acknowledgment.		Our	privacy	practices	may	change	over	time.		
If	we	change	our	NPP,	we	will	provide	you	with	a	new	copy	the	next	time	you	
receive	care.	
NOTICE	ABOUT	LABWORK:	*	
This	is	to	inform	you	that	we	typically	send	our	lab	work	drawn	in	our	office	to	
Quest	Diagnostic.		Please	check	with	your	insurance	company	to	see	if	they	require	
you	to	use	a	certain	laboratory	or	lab	service	other	than	that	listed	above	and	inform	
us.	Your	co	pay	or	financial	responsibility	for	the	bill	may	be	higher	if	the	wrong	lab	
or	lab	service	is	used.	
	
Patient	Signature	______________________________________Date	__________________	


