

CONSENT  STATEMENT

For:______________________________________________
Client’s Name

I hereby give consent for care and Treatment to be administered by, Ariann Steed & company as may deem advisable or necessary by my attending physician, or myself, or my family              ______ (Initial) _____________________________________________
RESPONSIBILITY STATEMENT

[bookmark: _GoBack]I Hereby understand that if Confirmation has not been received from the insurance Co., and should the insurance Company not cover this service or supplies required, or if there is no Insurance, I am (the Client/Patient) or  my authorized representative  is responsible for all charges accrued to and Ariann Steed & company agree to work out a payment plan.  I understand that the charges will be according to the attached rate schedule.  I further understand that Ariann Steed & company will give a 15-days written notice if these charges are modified.  _______ (Initial                                                                                                                                                                                                                                                                                            _________________________________________________________________________________
ASSIGNMENT OF BENEFITS

I hereby authorize the Insurance Company, Family member, Banks to pay benefits directly to Ariann Steed & company for services rendered.         ________ (Initial)
___________________________________________________________________________________

RELEASE OF INFORMATION TO AGENCY

I Hereby consent to the release of information by _________________________________, which
Has been involved in providing services to me and authorize them to disclose all or any part of my medical records to Ariann Steed.             ________(Initial)
__________________________________________________________________________________________________________________________________________________________________________

RELEASE OF INFORMATION FROM AGENCY

I hereby have authorized Ariann Steed & company to release information to the Insurance Company, Physicians, referral agencies or any other agency involved in my care, as requested or deemed necessary.                 ______(Initial) 
                                                                                                     
____________________________________________________________________________________

Signed_______________________________________        Relationship_______________________
            (Client or Authorized Representative)

Witness_____________________________________         Relationship_______________________

Ariann Steed ________________________  / Administrator     Date:_______________   

