
 

 

Consent  
 

Consent to medical treatment:  I give my consent to all care at Orthopedics of Illinois, which 

may include diagnostic procedures and such medical/surgical treatment as my provider(s) deem 

necessary or advisable, even if such care is not covered by my insurance, Medicare, Medicaid, or 

third party payors for any reason.  I understand that the practice of medicine and surgery is not 

an exact science, and that diagnosis and treatment may invoke risks of injury or even death.  I 

acknowledge that no guarantees have been made to me as to the result of examination or 

treatment at Orthopedics of Illinois. 
 

Assignment of insurance benefits:  I understand that I am financially responsible for any and 

all charges related to my care.  I authorize Orthopedics of Illinois to submit claims for payment 

to my insurance carrier(s) or other third party payors, including Medicare and Medicaid, and to 

complete any forms needed to obtain payment.  I assign to Orthopedics of Illinois all rights under 

any insurance policies, subscription certificates or health benefit indemnification agreements 

which provide coverage for care, including but not limited to, the right to all benefits payable for 

care rendered to Orthopedics of Illinois, and the right to designate a beneficiary, add dependant 

eligibility, and have an individual policy, certificate of agreement continued or issued.  I 

authorize Orthopedics of Illinois to release information from my medical record to my insurance 

carrier(s) or government agency for the processing of claims for medical benefits.  
 

Medicare authorization:  I certify that the information given by me in applying for payment 

under the Title XVIII of the Social Security Act is correct.  I authorize payment of insurance 

benefits to Orthopedics of Illinois and assign all benefits to Orthopedics of Illinois to the extent 

necessary to cover the cost of services.  I authorize the Social Security Administration to release 

any personal information to Orthopedics of Illinois to the extent such information in necessary to 

process claims for payment, including but not limited to my Medicare number, any eligibility 

effective dates, and birth date. 
 

Payment for services:  I understand that I am financially responsible for any and all charges not 

covered by my insurance, Medicare, Medicaid, or other third party payors, including deductibles, 

copays, and/or coinsurance amounts.  I agree to pay my account regardless of such coverage.  If 

Orthopedics of Illinois has to take additional steps to collect this account, I agree to pay all costs 

of collection including court costs and reasonable attorney fees. 
 

I guarantee payment in full of charges for care rendered at Orthopedics of Illinois.  I agree to pay 

the account in full within 90 days from the date of the first billing, unless other arrangements are 

made with an authorized representative of Orthopedics of Illinois. 
 

Notice of privacy practices acknowledgement:  I have received/reviewed the Orthopedics of 

Illinois Privacy Statement.  I am aware how medical information about me may be used and 

disclosed and how I can obtain access to this information. 
 

 

Patient’s Printed Name  Patient’s Date of Birth 

Signature of Patient/Parent/Legal Guardian/Representative  Date of Signature 

 


