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                                       CONSENT TO MEDICAL CARE
I hereby authorize my physician, Derrick Gale M.D, and my associates or assistants of his choice to perform upon me: _____________________________________________________________________________________for the intended purpose of: __________________________________________________________________________________________________________________________________________________________________________
I recognize that, during the course of the procedure, unforeseen conditions may necessitate additional or different procedures than those explained.  I, therefore, further authorize and request that my physician and any associates or assistants of his choice perform such procedures as are, in their professional judgment, necessary and desirable for my well-being.  I further consent to the administration of such anesthesia as may be necessary or appropriate for such procedure.
I understand that the proposed care may involve risks and possibilities of complications and that certain complications have been known to follow the procedure to which I am consenting even when the utmost care, judgment and skills are used.  I acknowledge that no guarantees have been made to me as to the results of the operational procedure or are there any guarantees against unfavorable results.

I accept the risk of substantial and serious harm, is any, in hopes of obtaining desired beneficial results of such care and acknowledge that the physicians are involved have explained my condition, the proposed health care and alternative forms of treatment in a satisfactory manner and that all questions asked about the health care and its attendant risks have been answered in a manner satisfactory to me.

I have read and understand this document and authorize and accept the proposed care regardless of the risk.

DATED_____/______/________
_____________________________________

________________________
Patient’s Signature or signature of person 


Witness

signing on the patient’s behalf



If the patient is a minor and unable to sign please complete the following: 

___________________________________

________________________
Parent or Guardian ( please print)



Relationship
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Patient Name: ____​​​​________ _______________      
               Account No: ____________

Procedure: ________________ ______________
               Date: __________________
________________________________________
               Hospital: _______________
Doctor:   ______ Derrick Gale M.D____________
	ASSIGNMENT OF BENEFITS-MEDICAL AUTHORIZATION


To Whom It May Concern:

I hereby authorize benefits under this authorization to be paid directly to the Intermountain Ear, Nose & Throat Center.  I understand that I am responsible for the charges not covered by this authorization.  I also authorize the Intermountain Ear, Nose & Throat Center to furnish my designated insurance company all information acquired in the course of my examination or treatment.  I am also responsible for obtaining any second opinion that my designated insurance company may require.  If their requirements are not satisfied, I will be held liable for all charges not allowed. A finance charge of 18% annually will be added to past due accounts.  I further agree to pay all reasonable collection costs and attorney’s fees in the event of any default of balances owing.  I agree to pay a service charge of $15.00 for all bank returned checks.  

______________________________________________                                    _____/______/_______
Signature of patient or person acting on patient’s behalf


Date 
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NOTE: You need to make a choice about receiving these health care items or services. 

Your insurance company may not pay for the item(s) or service(s) that are described below.  Insurance companies only pay for covered items and services when insurance company rules are met.  The fact that your insurance company may not pay for a particular item or service does not mean that you should not receive it.  Right now, in your case, your insurance company may not pay for –

	Items or Services:



	Because:

Your Deductible

Patient Responsibility

Not covered with your contract

Out of network doctor or facility

Pre-Existing condition

Elective or cosmetic surgery


The purpose of this form is to help you make an informed choice about whether or not you want to receive these items or services, knowing that you might have to pay for them yourself.  Before you make a decision about your options, you should read this entire notice carefully.

Ask us to explain, if you don’t understand why your insurance company may not pay.
	__X__ Option 1. YES. I want to receive these items or services.

I understand that my insurance company will not decide whether to pay unless I receive these items or services.  Please submit my claim to my insurance company and understand that you may bill me for items or services and that I may have to pay the bill while the insurance company is making the decision.  If my insurance company does pay, you will refund to me any payments I made to you that are due to me.  If my insurance company denies payment, I agree to be personally and fully responsible for payment.  That is, I will pay personally either out of pocket or through any other insurance that I have.  I understand I can appeal the insurance company decision.  

	____ Option 2. NO. I have decided not receive these items or services.

I will not receive these items or services.  I understand that you will not be able to submit a claim to my insurance company and that I will not be able to appeal your opinion that my insurance company will not pay.


______________________________________________                                    _____/______/_______

Signature of patient or person acting on patient’s behalf


Date 
