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AUTHORIZATION FOR ROUTINE DIAGNOSTIC PROCEDURES 
AND MEDICAL TREATMENT 

 
 
 
 
Patient Name __________________________________________________ 
 
 
 
I, THE UNDERSIGNED PATIENT, PARENT, OR LEGAL GUARDIAN, KNOWING THAT I AM/THE 
PATIENT IS SUFFERING FROM A CONDITION REQUIRING MEDICAL CARE, DO HEREBY 
CONSENT TO SUCH MEDICAL CARE ENCOMPASSING ROUTINE DIAGNOSTIC PROCEDURES 
AND MEDICAL TREATMENT BY BISHNU P. VERMA,M.D. I ACKNOWLEDGE THAT NO 
GUARNTEES HAVE BEEN MADE TO ME AS TO THE RESULTS OF TREATMENT OR 
EXAMINATION. 
 
 
 
 
Patient Signature _______________________________________________________ 
 
Patient Representative __________________________________________________ 
 
Relationship to Patient __________________________________________________ 
 
Date _______________________________ 
 
 
 
 
 
 
I ACKNOWLEDGE THAT I      DO         DO NOT        HAVE MEDICARE COVERAGE. (IF I DO HAVE  
                                                      (Circle One) 
 
COVERAGE,THAN I WILL PROVIDE A COPY OF MEDICARE CARE).    INITIALS_______________ 


