Central Pain Management, P.A.
1207 Arista Dr. #103

Rockwall, TX 75032

Phone: 214-771-3535  Fax: 214-276-1708

Assignment of Benefits/Medicare Lifetime Signature

I hereby authorize payment directly to the physician of the surgical or medical benefits, if any, for his services, I realize I am responsible for noncovered services, co-payments and deductibles, I also understand that this assignment does not relieve my liability on these services. I request payment of authorized Medicare benefits be make on my behalf to Central Pain Management, P.A. for any service furnished to me by the physician. I authorize any holder of medical information about me to release to the Health Care Financing Administration and its agents any information to determine these benefits payable for related services.

Signature ____________________________________


Date ________________
Consent to Release of Information

I hereby authorize the Central Pain Management to release any information acquired in the course of my treatment, to my primary and/or referring physician and my insurance company(ies).

Signature ____________________________________


Date ________________  

Consent For Treatment

_______________________________________________, the patient and/or legal guardian of said patient do hereby give my consent for medical examination and treatment under the care of the practice and deemed necessary.

Signature ____________________________________


Date ________________
Acknowledgement of Receipt of Notice of Privacy Practice

I,  _____________________________________  have received a copy of this office’s Notice of Privacy Practice.
Signature ____________________________________


Date ________________
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