
Patient Consent to Treat, Financial 
Responsibility, and Cancellation Policy

Name: __________________________________________  DOB: _________ Date: ________________
Address: ______________________________________ City/State/Zip: __________________________
Phone Numbers (Home): __________________   (Cell): ________________
E-Mail Address: _______________________________________________________________________
Financial Responsibility: 
Insurance Company: __________________________
Policy Holder's Name: ____________________  Policy Holder's DOB: ___________________________



Staff Signature: _____________________________________                       Date: _____________
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