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I recognize that I have the right to refuse any specific diagnostic or treatment service without 
jeopardizing my right to receive health services at the center. I understand that I will be asked to sign 
specific consent for surgical or other special procedures including general and or extensive local 
anesthesia.  I am also aware that health services are not based on an exact science, and I acknowledge 
that no guarantees have been made to me as to the results of any of the treatment services.  I hereby 
authorize Midtown Health Center to retain, preserve and use for scientific or teaching purposes or 
dispose of at their convenience, any specimen or tissue taken from my body during my treatment. 

My signature below indicates that in accordance with HIPAA, I am aware of Midtown Health Center’s 
Privacy Policy, Patient Rights and Responsibilities, and Financial Policies are available to me upon my 
request. 

I voluntarily request consent and authorize my attending provider, their associates, assistants, 
behavioral health clinician, or other practitioners under their orders to attend to myself, my minor child, 
or my ward at Midtown Health Center. I further authorize my providers to deliver medical and surgical 
treatment or HIV testing, including, but not limited to diagnostic procedures, x-rays and administration 
of medications, as is deemed necessary and advisable within the boundaries of the clinic has provided 
services. 

Print Name Signature Date 

Financial Consent for Services 

My signature indicates that I assign any payment from my insurance carriers to be paid directly to 
Midtown Health Center. I understand that the billing of any secondary insurance is my responsibility.  I 
understand that I am financially responsible for all charges whether or not paid by insurance. 

As a condition of my treatment, I understand that insurance co-pays and nominal fees are expected on 
the day of service unless financial arrangements have been made in advance of services.  This clinic 
depends upon reimbursement from its patients for the costs incurred for services rendered. 

All dental services performed without previous financial arrangements, must be paid in full at the time 
of service.  Patients who carry dental insurance understand that this clinic estimates coverage for dental 
services.  The estimated portion is due at the time of service and these estimates are subject to change 
based on insurance coverage. 

Print Name Signature Date 
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