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Consent for treatment, to release information & payment agreement
I hereby authorize treatment and the release of any information or photographs acquired in the course of my 
examination or treatment to my referring doctor or insurance company as necessary. I understand that I am 
�nancially responsible for services and materials provided to me at the o�ces of Elizabeth Christensen, O.D.

I have received a copy of the privacy statement of Elizabeth Christensen, O.D.

Signature of Patient or Responsible Party      Date
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