
GLOBAL WELLNESS CLINIC 
 PATIENT CONSENT FORM 

 
BY SIGNING BELOW 
CONSENT FOR TREATMENT: 
I voluntarily consent to the rendering of care, including treatment and performance of diagnostic procedures.  I understand that I am under the 
care and supervision of the attending physician and it is the responsibility of the staff to carry out the instructions of such physician(s) and/or 
therapist. 
MY CONSENT TO RELEASE TO FAMILY PHYSICIAN: 
By my signature below I also authorize the release of my records and/or reports to be sent to _______________________________ my family 
physician. Authorize     Do not authorize 
MY CONSENT TO RELEASE TO FAMILY MEMBERS: 
By my signature below I authorize the release of my records and/or reports to be released to ____________________ or ______________ my 
family member(s). Authorize     Do not authorize 
MEDICARE AND MEDICAID CONSENT TO RELEASE INFORMATION: 
By my signature below I also certify that the information given by me in applying for payment under Title XVIII and /or XI of the Social 
Security Act is correct.  I authorize any holder of medical or other information about me, to release to the Social Security Administration or its 
intermediary carriers, any information needed for this or related Medicare of Medicaid claim. 

 Not Applicable 
VERIFICATION OF NON-PREGNANCY (Female Patients Only): 
By my signature on this form I also do hereby state that to the best of my knowledge, I am not pregnant, nor is pregnancy suspected or 
confirmed at this particular time.  Date of last menstrual period ___________. 

 Not Applicable 

 
 
X_______________________________________________Date___________________ 
   Print Patient’s Name 
X_______________________________________________ 
   Patient’s Signature 
X_______________________________________________ 
   Other Than Patient, Print Name & Relationship 
X_______ _______________________________________    _
   Witness 
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