


PATIENT AUTHORIZATION OF TREATMENT AND RELEASE OF
‘ iINFORMATION

L INFORMATION RELEASE: 1 AUTHORIZE DR.ZAHARI TO RELEASE
ANY AND ALL MEDICAL INFORMATION IN THE COURSE OF MY
TREATMENT THAT HE DEEMS MEDICALLY NECESSARY IN ORDER TO
TREAT THE CONDITION THAT 1 HAVE REQUESTED FROM HIMSELF
AND HIS STAFFE.

2. DIRECT PAYMENT: 1 AUTHORIZE PAYMENT OF MEDICAL BENEFITS
DIRFECTLY TO SOUTHGATE FOOT AND ANKLE CENTER FOR SERVICES
RENDERED.

3. BALANCE PAYMENT: I UNDERSTAND THAT DR. ZAHARI MAY NOT
PARTICIPATE WITH MY INSURANCE CO. 1 MAY BE HELD RESPONSIBLE
FOR ANY AMOUNTS EXCEED OR ARE NOT PAID UNDER MY BENEFIT
PLAN. I MAY BE HELD RESPONSIBLE FOR SERVICE NOT COVERED
'UNDER MY BENEFIT PLAN. I UNDERSTAND THAT I AS THE PATIENT OR
GUARDIAN, AM FINANCIALLY RESPONSIBLE FOR SERVICES RENDERED.

4. PHOTOGRAPHIC RELEASE:  HEREBY GIVE PERMISSION TO TAKE
NECESSARY CLINICAL PHOTOGRAPHS WITH UNDERSTANDING THAT
SUCH PHOTOGRAPHS ARE CONFIDENTIAL CLINICAL RECORD
PURPOSE.

[ HAVE READ THE STATEMNETS ABOVE AND FULLY UNDERSTAND THE
CONTENTS.
I FULLY AGREE THAT IAM BOUND AND I HEREBY GIVE MY CONSENT.

X 7 o DATE
PATIENT SIGNATURE OR GUARDIAN

MINOR CHILD NAME ( PLEASE PRINT)



