
                                                                           Office use only: MRN: __________________ 
 

Signature: _________________________________________                             Date:_________________________ 
 
                           (Patient and/or Guarantor) 

Consent to Treat 
By signing this form, I, ____________________________ consent to treatment by Tucson Orthopaedic Institute (TOI) providers.                                          
 

Acknowledgement of Payment Policies/Insurance Release 
I understand TOI will file insurance claims on my behalf, when applicable, and that my payment benefits will be paid directly to 
the practice. Any remaining balance amounts are my responsibility. I further understand that I will be responsible for all attorney 
fees incurred by the practice should collection efforts have to be invoked for account balances. I have received a copy or asked to 
view the TOI financial policy at www.tucsonortho.com.  
 

Authorization for Voicemail 
I authorize physicians and staff members of Tucson Orthopaedic Institute to leave detailed messages pertaining to my medical 
care on my home or mobile phone. I know it is my responsibility to ensure I have accurate contact information on file with TOI: 
Home Phone:______________________________________ Mobile Phone:__________________________________  
I further authorize the use of text messaging by my providers when necessary to perform treatment on my behalf. I understand the 
phones are password protected, but not all phones are encrypted. Every effort is made to ensure the security of my patient 
information, 
Authorization: _________________________________________________________________________ 
 

Authorization for Email: 
I am providing my e-mail address to TOI in order to become authorized to use the patient portal system of the practice and to 
benefit from the ability to see my records and communicate securely with the physician and staff members of the practice: 
e-mail : ____________________________________________________________________ 
                          This is the only form of electronic communication the practice will utilize. 
 

Authorization to Release Information (Family and/or Friends) 
 I authorize TOI to release and communicate my healthcare information with the following individuals:  

Name Relationship Phone Number 
   
   
   
   

 

Acknowledgement of Receipt of Notice of Privacy Practices 
I acknowledge receipt of the TOI Notice of Privacy Practices. 
 

The new healthcare reform laws now require that physician offices request the following information. Disclosure is not 
mandatory, but it can be beneficial and pertinent when providing you with quality healthcare services. This information is private 
and protected under federal law. 
 

Preferred Language:________________________________________ 
 

Race/Ethnicity:  
oHispanic or Latino                                                                           oWhite (Not Hispanic or Latino) 
oBlack or African American (Not Hispanic or Latino)                 oNative Hawaiian or Other Pacific Islander (Not Hispanic or Latino)                                                                                                 
oAsian (Not Hispanic or Latino)                                                      oAmerican Indian or Alaska Native (Not Hispanic or Latino) 
oTwo or More Races (Not Hispanic or Latino)                              oDecline Disclosure 
 
Our Relationship 
We value our physician/patient relationships and base our relationships on mutual respect to our patients, providers, and staff 
members. We will work diligently to ensure your healthcare needs are met with the highest level of professionalism; in return, we 
ask that our patients also give the same respect to our healthcare team members, and work with us to ensure compliance to your 
plan of care and to keep your scheduled appointments. 

 


