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DESERT PULMONARY REHAB & DIAGNOSTICS
2675 S. Jones Blvd, Suite 113
Las Vegas, Nevada 89146
P: 702-665-4156     F: 702-749-3184
www.desertpulmonaryrehab.com
DISCLOSURE, ACKNOWLEDGEMENT, RELEASE AND PERMISSION TO BILL FOR SERVICES
MEDICAL CONSENT / DIAGNOSTIC TESTINGS
I, ________________________________ (Patient Name) give my permission to Desert Pulmonary Rehab & Diagnostics, LLC to perform any respiratory diagnostic testing order by my physician, including but not limited to RST-Sanexas Pain Management Therapy Treatment,  Respiratory Care Home Visit, pulse oximetry testing, 6 MWT, at home sleep study, In-Lab sleep study, bedside PFT, Full PFT w/DLCO, Asthma education training including Peak flow training, Aero chamber training, Bronchospasm / Exercise induced Evaluation with 6 MWT, Bronchial Hygiene Therapy / Lung Expansion Therapy  w/Flutter Valve, PEP Therapy and Cardiopulmonary Rehab Therapy. 
________ (Initial) For IN-HOME SLEEP STUDY, I acknowledge and understand that I am solely responsible financially for the sleep equipment for any damage, stolen, or loss given to me by Desert Pulmonary Rehab & Diagnostics to be in my possession to take home for the evaluation and diagnosis of my sleep apnea ordered by my physician. 
NOX T3 HOME SLEEP UNIT			SN # _______________________________
NONIN 3150 WRIST PULSE OXIMETER		SN # _______________________________
FINANCIAL AGREEMENT / ASSIGNMENT OF BENEFITS
I hereby agree to allow Desert Pulmonary Rehab & Diagnostics, LLC to bill my medical / health insurance for service(s) ordered by my physician. I agree to accept full financial responsibility for payment(s) that my insurance will not pay or cover for services ordered by my physician. I furthermore authorize Desert Pulmonary Rehab & Diagnostics to request on my behalf and directly collect all insurance benefits for services ordered by my physician. In the event payment(s) for insurance benefits it made directly to the beneficiary, the payee will endorse Desert Pulmonary Rehab & Diagnostics, LLC, all such payments. 
RELEASE OF INFORMATION
I authorize all medical personnel to provide Desert Pulmonary Rehab & Diagnostics, LLC with any medical information/history required by a third party for billing purposes. I also acknowledge the receipt of this disclosure, Acknowledgement, and Release, and hereby release Desert Pulmonary Rehab & Diagnostics and its agents, employees, and representatives, from all claims, liabilities, and causes of action during any services ordered by my physician. 
PATIENT SIGNATURE ____________________________________________   DATE _______________________________
GUARDIAN SIGNATURE __________________________________________ DATE _______________________________
WITNESS SIGNATURE ___________________________________________  DATE _______________________________
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