ITZAMNA MEDICAL CENTER
Telephone (212) 420-9225
Fax (212) 420-1241

E-Mail:  ItzamnaMedicalCenter@msn.com
	Consent For Treatment
Dr. Hector Castro

	I authorize Dr. Hector Castro, to perform the treatment/procedure(s) described below.  I have been informed of the reasons for the treatment/procedure(s), along with the expected benefits, risks, possible alternative methods of treatment, and possible consequences involving the following:
The treatment/procedure(s) was explained to me in detailed and all my questions were fully answered.  Understanding this, I authorize Dr. Hector Castro to perform such examinations, treatments, laboratory test, and to administer such medications as, in his opinion, am necessary for me.

(Or __________________________________________).

                  Name of patient if Minor
I also certify that no guarantee or assurance has been made as to the results that may be obtained.
RELEASE OF MEDICAL RECORD In order to ensure proper follow-up and continuity of care, I agree that a copy of my medical record may be released to my physician, a designated referral physician, and/or provider, if any, who referred me here.

INSURANCE AUTHORIZATION I request that payments of authorized benefits are made to Dr. Hector Castro on my behalf for any services provided to me.  I authorize any holder of company, ant third party payer, state medical assistance agency, or any other governmental or private payer responsible for paying such benefits, any information needed to determine theses benefits related for related services.  I agree to pay for all charges not covered by a third party payer.  I authorize this authorization to be used in place of the original.



	__________________________________________
Signature of Patient or Legal Guardian

__________________________________                                                 ___________________
Print Patient’s Name                                                                                Date


