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PATIENT AGREEMENT 
 

Authorization for Medical Treatment: 
I understand that my medical treatment is under the supervision of my attending physician.  I understand that 
my physician is solely responsible for diagnosing and prescribing drugs, supplies, and clinical services for my 
condition and otherwise supervising my medical care.  I have been informed by my physician as to the 
nature, purpose, and risks involved in my therapy and have consented to its administration. 
 
Authorization for Behavioral Health Services: 
I understand that as part of my treatment, I may be referred to Behavioral Health Services at My Community 
Health Center for evaluation and management. The type and extent of the services that I receive will be 
determined following an initial assessment and thorough discussion with me.  
 
Release of Information: 
I hereby request and authorize provider, my attending physician, and any other holder of medical or other 
information relevant to my care to release information, upon request, to my insurance company and its 
agents any information necessary to determine benefits payable for services rendered. 
 
Assignment of Benefits: 
I hereby assign to provider all insurance benefits and payments to which I am entitled from whatever source 
for any services, equipment, and supplies which are furnished to me as part of my care. 
 
Financial Responsibility: 
I understand and agree that I am responsible for the payment of any and all sums that may become due for 
the medical and/ or behavioral health care provided by the provider.  If for whatever reason and to whatever 
extent, provider does not receive payment from my insurance carrier, I do hereby agree to pay provider for 
the balance in full within thirty (30) days of receipt of invoice. 
 
 
I HAVE READ AND UNDERSTAND THE ABOVE TERMS AND CONDITIONS AND AGREE TO BE 
BOUND THEREBY. 
 
DATE: ____________ TIME: __________   PATIENT SIGNATURE: _______________________________ 
 
 
In consideration for the provision of health care to the above patient, I hereby guarantee and assume full 
responsibility to pay provider for any and all charges incurred by or on behalf of the patient. 
Provider need not exhaust its remedies against patient before requesting payment from me, and I shall pay 
provider the balance in full within thirty (30) days of receipt of invoice or other written demand. 
 
I HAVE READ AND UNDERSTAND THE ABOVE TERMS AND CONDITIONS AND AGREE TO BE 
BOUND THEREBY. 
 
DATE: ____________ TIME: __________   GUARANTOR SIGNATURE: ___________________________ 
 
 
RELATIONSHIP TO PATIENT:  ____________________________________________________________ 
 
 

 


