Winding Creek Medical Arts
Marion Luque, PLLC
Consent to Treat

I consent to, and authorize the health care practitioners at Marion Luque, PLLC / Winding Creek Medical Arts to furnish me and my dependents with necessary medical care.  This medical care may include radiology examinations, laboratory testing and other diagnostic procedures as may be required.

Release of Medical Information

I consent to, and authorize Marion Luque, PLLC / Winding Creek Medical Arts practitioners to disclose all or part of my, or my dependents, medical record to any mutually agreed upon referral provider.

Insurance Authorization and Assignment of Benefits

I consent to, and authorize Marion Luque, PLLC to furnish medical information to any third party who may be responsible for payment of all or part of my charges incurred at the Winding Creek Medical Arts clinic.  I authorize my insurance company, or any responsible third party to pay benefits directly to Marion Luque, PLLC.

Financial Responsibility

I understand that I am financially responsible for the payment of medical charges incurred on my behalf at the Marion Luque, PLLC / Winding Creek Medical Arts clinic, regardless of third party coverage.

Signature

I have read and understand all of the above listed consents and disclosures.

Patient Signature or Guardian





Date

******************************************************************************
MEDICARE PATIENTS ONLY

Medicare/Medigap Authorization

I request that payment of authorized Medigap benefits be made on my behalf to Marion Luque, PLLC for any services furnished me by their practitioners.  I authorize the holder of medical information about me to release to Marion Luque, PLLC and information required to determine these benefits for related services.

Patient Signature






Date
