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Consent to Treatment and Other Acknowledgments 

 

By reading and signing this document, I, the undersigned patient (or authorized representative) 

consent to and authorize the performance of any treatments, examinations, medications, 

anesthesia, medical services,  and surgical or diagnostic procedures (including but not limited to 

the use of lab and radiographic studies) as ordered or approved by my attending physician(s), or 

any healthcare professional assigned to my care by my attending physician(s), and I acknowledge 

and consent to the following:  While routinely performed without incident, there may be material 

risks associated with any procedure.  If I have any questions concerning these procedures, I will ask 

my physician(s) to provide me with additional information.  I also understand my physician may 

ask me to sign additional Informed Consent documents relating to specific procedures.  

I hereby expressly authorize and all healthcare professionals providing care to release all necessary 

information to any insurance company, health plan or other entity (third party payor) which may 

be responsible for paying for my care.  I authorize and direct all payors to pay all benefits due for 

such care directly to Clocktower Medical Group, LLC and all professionals (including independent 

contractors) providing for such care and I hereby assign such sums to them.  I understand this 

authorization and assignment shall remain valid unless I provide written notice of revocation to 

Clocktower Medical Group, LLC and the third party payor signed and dated by me; however, such 

revocation shall not be effective as to information released and/or charges incurred prior to such 

revocation.   

 By signing this document, I certify that I have read and understand its contents and that 

information provided by me is accurate and complete (including insurance information and current 

eligibility for benefits).     

A copy of this document may be utilized the same as the original. 

Name:______________________________________________________   DOB:__________/_________/_________ 

Today’s Date:__________/__________/20___________  

           Revised 10/2024 

 


