CONSENT FOR TREATMENT AT WESTERN SURGICAL GROUP & WESTERN BARIATRIC INSTITUTE
PLEASE CHECK APPROPRIATE LOCATION:     
 (      ) WSG- 75 Pringle Way #1002, Reno, NV 89502








 (      ) WSG- 645 N. Arlington #525, Reno, NV 89503








 (      ) WBI- 645 N. Arlington #525, Reno, NV 89503

CONSENT TO TREATMENT: I hereby consent to and authorize such treatment as prescribed and explained to me by the attending physician(s) and, if applicable, such treatment as may be prescribed by any other physicians including, but not limited to, Clinical Physicians’, APN’s, PA’s and RN’s. I further consent to and authorize such laboratory tests and procedures, ultrasounds and other routine office services as are deemed necessary by the attending physician and other authorized providers. I understand that it is not possible to make guarantees concerning the results of any examination or treatment, and I acknowledge that no such guarantees have been made to me. I may be required to sign additional consent forms for any non-routine or major treatments or procedures. I have been advised that absent emergency or other extraordinary circumstances, I will have the opportunity to discuss any treatments or procedure(s) with physician(s) and refuse consent if I do not wish to proceed with such course of treatment or procedure. I understand that my physician may have a financial interest in an ambulatory surgical center where services may be performed.
I understand that my attending physician may be accompanied and/or assisted by medical students, interns, and residents during my care. I consent to the presence and/or participation in my treatment by these persons while under the direction or supervision of the attending or other authorized physician.

RELEASE OF INFORMATION:  I understand that my medical information will be disclosed to other physicians and medical facilities to aid in my continuing care. I further understand that the provider based physician(s) or consulting physician and other healthcare providers providing medical care services to me, may secure verifications of employment and benefits and release to or receive from third party payers, health insurance plans, employers or workers compensation carriers all medical and billing records in order to obtain payment for services rendered to me, including those records pertaining to treatment for drug or alcohol abuse, sexually transmitted and other communicable diseases, HIV and psychiatric care. I also authorize to inspect or obtain copies of any law enforcement agency reports related to any medical condition for which I seek services, to facilitate or obtain payment for such services. I consent to the disclosure and use of my medical information in conformance with federal privacy law.
PERSONAL VALUABLES: I understand that I am responsible for all of my personal effects, including, but not limited to, jewelry, clothing, documents, medications, eye glasses, hearing aides, dentures and other prosthetic devices. It is understood that any valuables I retain, including cash and credit cards, are retained at my own risk.

CHARGES:  I understand that I will receive emergency medical treatment regardless of my ability to pay at the time of treatment. I further understand that charges for services provided to me for which I do not have insurance are payable in full at presentation of the bill unless application is made in writing for time payment arrangements. I accept full responsibility for all charges. If my account is referred to an attorney or collection agency for collect, I will be responsible for reasonable attorney’s fees and collection expenses incurred by WSG, including interest at the applicable statutory rate.
ASSIGNMENT OF INSURANCE BENEFITS: I authorize direct payment to Western Surgical Group care providers of any benefits to which I am entitled arising out of any policy of insurance or government program including, but not limited to, healthcare benefits, workers compensation coverage benefits, and medical payments coverage benefits, for services provided to me, including emergency services, hospitalization and outpatient services. I understand that I am financially responsible for any charges not paid pursuant to this assignment and/or other contractual arrangements. For my convenience, I intend that this signed form will serve as a single assignment of benefits and authorization to bill for all parties providing care to me.

AUTHORIZATION FOR USE OF E-MAIL COMMUNICATION: I authorize Western Surgical Group/Western Bariatric Institute, for the use of my E-mail address for the purpose of health related products/services or medical/billing information.  I understand have the right to revoke this authorization in writing at anytime.  I understand I have the right to make a complaint regarding the use of this information.  I may contact any employee in the billing department to make a complaint or inquire about Western Surgical Group/Western Bariatric Institute privacy policies.  This authorization is effective on the date of signing and ends at the time of patient request.  Western Surgical Group/Western Bariatric Institute is required by law to maintain the privacy of protected health information. ** Western Surgical Group/Western Bariatric Institute will not release/sell your E-mail to a third party**
I CERTIFY THAT I HAVE READ AND FULLY UNDERSTAND THIS PATIENT CONSENT AND FINANCIAL AGREEMENT, HAVE RECEIVED A COPY HEREOF, AND THAT I AM THE PATIENT OR I AM ACTING ON BEHALF OF THE PATIENT AS HIS/HER DULY AUTHORIZED AGENT.

__________________________________________________________________________________      __________________________________
Printed Name of Patient or Representative            



          Relationship


 

__________________________________________________________________________      ______________________________

Signature of Patient or Representative




                      Date / Time

__________________________________________________________________________      ______________________________
Signature of Employee




                                                Date / Time
