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Consent to Treat

I voluntarily consent to the physicians and other clinical personnel of The Methodist Hospital, Department of Orthopedics, for
the evaluation and treatment of the conditions for which I present myself to this office.

I acknowledge that I am legally responsible for all reasonable charges in connection with the medical care and treatment
provided by representatives of The Methodist Hospital, Department of Orthopedics and promise to pay whatever charges are not paid by
my health plan or insurance in return for the medical care and services that are provided to the patient.

I understand that this consent form will be valid and remain in effect as long as I receive my medical care at The Methodist
Hospital, Department of Orthopedics. I understand that this consent may be revoked in writing at any time.

Patient Name (Print Name) Patient Date of Birth

Signature of Patient or Guarantor, if minor Date Signed

Assignment of Benefits

Your signature is necessary for us to process any insurance
claims and to ensure payment of services rendered.

I hereby authorize my insurance benefits to be paid directly to The Methodist Hospital Department of Orthopedics, realizing I am
responsible to pay non-covered services. I certify that the information given by me to The Methodist Hospital, Department of
Orthopedics, in applying for payment under insurance coverage or other protection is correct and complete. I authorize any holder of
medical information about me to release to the insurance company or its agents any information needed to determine the benefits
payable for related services. This assignment will remain in effect until revoked by me in writing. A photocopy of this assignment is to
be considered as valid as the original.

Patient Name (Print Name)

Signature of Patient or Guarantor, if minor Date Signed
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