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PATIENT REGISTRATION FORM
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CONSENT FOR TREATMENT, INSURANCE AUTHORIZATION AND ASSIGNMENT

I authorize Complete Family Practice & Sports Medicine and its provider(s) to render all necessary medical care and treatment to me or my dependent
(child or other). I also authorize the physician, based on his/her discretion, to access my chart for managing my (or my dependent’s) health care. I further
authorize Complete Family Practice & Sports Medicine to release to my insurance carrier and/or their agents any information necessary to determine
benefits payable for related services. I authorize the payment of medical benefits to Complete Family Practice & Sports Medicine and the provider.
I understand that I am ultimately responsible for all services whether covered by my insurance company or not. I understand that my co-payment,
co-insurance, or fee for service, is due at the time of service. I also understand that if my deductible has not been met at the time of service, I will be
responsible for such amounts up to the fee for service.
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