GENERAL CONSENT FOR TREATMENT
· I being of legal age, give consent to the authorities of Tolland Imaging Center, LLC to administer any treatment, that the officials of Tolland Imaging Center, LLC may deem necessary for the restoration of health to the patient names below during this visit.
ASSIGNMENT OF BENEFITS

· I hereby authorize my insurance company to pay direct to Tolland Imaging Center, LLC, all benefits due me, if any, by reason of service described and as provided for in the policy contract with aforementioned insurance company. I will pay Tolland Imaging Center, LLC for all such charges incurred of for all charges in excess of whatever sums may be paid by the insurance company above mentioned, but not to exceed the balance of the facilities regular charges for this visit. 

AUTHORIZATION TO RELEASE INFORMATION

· I authorize Tolland Imaging Center, LLC to release to my insurer(s) or their agent(s) any and all medical information as may be necessary for payment of my visit and medical claim. I understand that refusal to grant such consent will not jeopardize my right to continue to obtain treatment, except where disclosures are necessary for treatment. This release also allows information to be released of third party utilization reviews/financial audits, workers compensation and automobile insurance claims. I authorize Tolland Imaging Center, LLC to release the information necessary to assist in my need for continuing care, to my primary care physician and other healthcare providers. I understand that this authorization may be revoked at any time except to the extent that action has already been taken in reliance upon it. This authorization will expire 180 days after the date appearing below. 
MEDICARE: Medicare Certification and Authorization
· I certify that the information given by me in applying for payment under Title XVIII of the Social Security Act is correct. I request payment of authorized Medical benefits to me, or on my behalf, any services furnished to me by Tolland Imaging Center, LLC, including physician services. I authorize any holder of medical and other information about me to be released to Medicare and its agents any information needed to determine the benefits or benefits of related services. 
PERSONAL VALUABLES

· This is to acknowledge that I have been advised that Tolland Imaging Center, LLC is not responsible for valuables or clothing that are kept with the patient while in the facility. 

BY MY SIGNATURE BELOW I CERTIFY THE FOLLOWING:

1.) I understand that I am responsible for the notification to my insurance company to obtain authorization before services are rendered. I understand that if this is not done, insurance benefits may be reduced. 

2.) I consent to Outpatient treatment and or testing as ordered by a physician. 

3.) I understand that I am responsible for all charges not covered by my insurance company.

4.) I understand the above Conditions of Care, I agree to the terms specified, I am authorized to execute this form if admitted and receive a copy of this form. 

5.) I understand that my name may be placed on a Patient Status Board to facilitate my care while at Tolland Imaging Center, LLC.
Your signature indicates full acceptance and acknowledgement of each applicable paragraph above.
Consent and Acknowledgement Form

I consent to use my protected health information by Tolland Imaging Center, LLC to any person or organization for the purpose of carrying out treatment, obtaining payment or conducting healthcare operations. I understand that information regarding how Tolland Imaging Center, LLC will use and disclose my information can be found in Tolland Imaging Center LLC’s Notice of Privacy Practices. I understand that this consent is effective for as long as Tolland Imaging Center LLC maintains my protected health information. 
BY SIGNING BELOW, I UNDERSTAND AND ACKNOWLEDGE THE FOLLOWING:

1.) I have read and understand this consent; and

2.) I have received Tolland Imaging Center LLC’s Notice of Privacy Practices currently in effect. 

__________________________________________________          _________________________________________________________________
Print Name of Individual or Representative                   Signature of Individual or Representative                Date
If signed by the individual’s representative, describe the legal authority of the representative to act on behalf of the individual:

                                                     __________________________________

Unable to obtain written consent and acknowledgement because:(  ) Individual refused  (  ) Emergency treatment situation (  ) Individual not able to sign due to incompetence or other medical reason 
