Date of Consent: Patient Name:

Patient 1D (920#) Date of Birth:

CONSENT FOR TREATMENT/CARE:

I hereby authorize any medical treatment for myself that may be advised or recommended by the health services
care providers of WCU. | am aware that the practices of medicine are not an exact science and | understand that no

guarantees have been made to me about the results of treatments, examinations, procedures, or analysis.

ASSIGNMENT of INSURANCE BENEFITS:

I understand that Health Services does not participate as an in-network provider with all insurance carriers/plans but
will submit an insurance claim on my behalf to both in-network and out-of-



