OCU Patient CONSENT

Patient Name: Social Security No.:
Date of Birth: Phone Number:
Name of Spouse: ___ Spouse SS Number:
Emergency Contact: Phone Number:

| request that payment of authorized insurance benefits for any services provided
be made to Oakland County Urologists, P.C. | authorize release of any medical and insur-
ance information to any of my physicians, insurance companies, or
(individuai selected).

The information may be communicated by phone, fax and/or mail.

| understand and agree to pay for co-payments, deductibles, or amounts denied
and not covered by insurance. If a member of a HMO, | understand | am responsible
for obtaining a referral for my care, and agree to pay for any services for which | do not
receive a referral. | authorize Oakland County Urologists, P.C. to request medical records
from my other physicians and | authorize my other physicians to release my medical re-
cords to Dr. -
A copy of this authorization shall serve as the original. As parent or guardian,
l, agree to the above. | guarantee payment

for all services rendered and authorize Dr.

to examine, test, and render treatment to the above patient.

Patient/Parent/Guardian Signature Date:

OakLanD CounTty URoLOGISTS, P.C.

3145 Dixie Hwy. 39475 Lewis Dr. 1435 N. Milford Rd.
Waterford, M| 48328 Suite 280 Suite 201
(248) 674-8530 Novi, MI 48377 Milford, MI 48381

Fax (248) 674-2198 (248) 876-8211 (248) 676-2503



