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CONSENT TO TREAT

By signing this form I consent to treatment by my primary 
Tucson Orthopaedic Institute (TOI) physician 
_____________________________________________ M.D.
I am aware if my primary TO1 physician is unavailable, I will 
be seen and treated by another TO1 physician providing cover-
age for the Tucson Orthopaedic Institute, P.C. Physicians.

______________________________________	        _____________
Signature of Patient/Responsible Party			        Date

PAYMENT POLICIES/INSURANCE RELEASE

Tucson Orthopaedic Institute, P.C. will file insurance claims 
for Medicare services, Worker’s Compensation Services, all 
contracted insurance carriers and all surgical services. I under-
stand that any balance of my account is solely my responsibil-
ity. I authorize release of medical information for my insurance 
claims, and authorize payment of insurance benefits to Tucson 
Orthopaedic Institute, P.C. I am responsible for attorney fees 
incurred for collection purposes.

______________________________________	        _____________
Signature of Patient/Responsible Party			        Date


