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CONSENT TO TREATMENT 

At the office of 

JOHN A. THOMPSON, JR., M.D. & 

CHARLES J. BROWN, M.D.  

  
 

1. CONSENT FOR MEDICAL TREATMENT: 
I am asking for care and I agree to be given all necessary diagnostic tests, examinations, and surgical and 

medical treatments prescribed by the physician treating me. 

2. AUTHORIZATION FOR RELEASE OF MEDICAL INFORMATION: 

I give permission to release medical information about my treatment (including copies of my medical 

records) needed for payment of my insurance claim, or for my continuing care after I have been treated.  I 

reserve the right to revoke this consent at any time, and I understand any revocation will be effective no 

earlier than the date of my notice. 

3. MEDICARE CERTIFICATION: 

I have given correct information on my application for payment under Titles XVIII (Medicare) of the 

Social Security Act.  I ask that any authorized Medicare benefits be paid on my behalf for services 

furnished to me by Drs. Thompson or  Brown.  I give permission to release any of my medical or other 

information needed by Medicare, and their respective agents, in order to determine the benefits to which I 

am entitled. 

4. FINANCIAL AGREEMENT: 

I understand that if my insurance is not one filed by this office that payment is expected at the time of 

service. 

I understand it is my responsibility to obtain the necessary approval for Dr. Thompson or Dr.Brown’s,  

services, if my insurance requires precertification for those services. 

I understand that I am financially responsible for the amount of my bill. 

I understand that I am financially responsible for charges not covered by my insurance. 
 

5. MEDICAL RESIDENTS: 
The Dermatologic Laser Center takes part in the training of medical residents.  I understand that they may 

be present during my visit, and I give permission for them to observe during my exam and treatment. 

 

______________________________________      _______________________________ 

Signature of Patient                                                  Responsible Party 

 

______________________________________     _______________________________ 

Date                                                                         Relationship to Patient 

 

____________________Witness                                                                                                     
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