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AUTHORIZATION FOR TREATMENT/PAYMENT AND
RELEASE OF INFORMATION


Patient Name:  ______________________  Date of Birth:  _________________


I hereby authorize Scenic Bluffs Community Health Centers to provide services as considered necessary and/or appropriate.

I hereby authorize Scenic Bluffs Community Health Centers to disclose any medical or other health information to my insurance carrier or its agent should it be needed for payment of claims.  I UNDERSTAND THAT IF I RECEIVE TREATMENT FOR MENTAL ILLNESS, HIV, DEVELOPMENTAL DISABILITIES, DRUG AND ALCOHOL ABUSE, THESE RECORDS ARE INCLUDED.

I assign payment directly to Scenic Bluffs Community Health Centers for benefits otherwise payable to the insured.

I understand that I am financially responsible for the services rendered, or materials and equipment used to the extent that insurance benefits do not pay my bill.  This is a family purpose obligation and our marital assets as well as my individual assets shall be available to satisfy this obligation.

A photocopy/facsimile of this authorization shall be as valid as the original and may be cancelled at any time.


________________________________________________
Printed Name of Person Signing

Relationship (circle one):  SELF 		    PARENT 		LEGAL GUARDIAN


_______________________________________        __________________
Signature								Date
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