
Consent 2019-1 
 

 

Scholes Dermatology, LLC 
526 Shoup Ave W, Suite A 

Twin Falls, ID 83301 
208-734-5555 

Consent for Treatment, Financial Agreement, and Records Release 
 

Patient Name: ____________________________________________________ Date of Birth: _____________ 

I, the undersigned as the patient (or authorized person), consent to any treatment and/or procedures 
rendered to me that may, under the judgement and instruction of the treating provider, be considered 
advisable or necessary. I understand that if any extensive procedure or surgery is to be procedure or surgery is 
to be performed, it will be fully explained to me, including the risks, benefits and alternatives, and my specific 
consent will be necessary. I voluntary give my consent for treatment and also my consent to any procedure 
that my provider performs in the dermatology clinic and deems necessary for my condition, which include but 
are not limited to: cryosurgery (freezing of skin lesions with liquid nitrogen), incision and drainage of abscesses 
and cysts, removal of skin tags, shave biopsy and punch biopsy of skin lesions and rashes, debridement of 
wounds, injections of skin lesions, cauterizations of skin lesions, surgery /electro cautery.   
 Initial ________  
 

I understand that any ancillary services (x-rays, lab tests, pathology, slide prep etc.) that may be ordered be 
ordered by the medical provider while I am in the clinic are not included in my clinic bill and that I will be billed 
separately for those services. 

In addition, I authorized Scholes Dermatology, LLC , along with any contracted provider or outside 
provider to furnish all medical and financial information related to for this visit to my insurance carrier and/or 
any agency working on their behalf. I hereby authorize payment of benefits on my behalf to any of the 
providers performing services related to this encounter. I understand that certain services may not be covered 
or may be denied by my insurance carrier and I hereby guarantee payment of the charges incurred and agree 
to pay any unpaid balances.  

I, the undersigned, have read the above authorizations and understand the same and certify that no 
guarantees or assurances have been made as to the results or outcome of any treatment procedure or 
diagnosis. 

 

___________________________________   ______________________ 

Signature or Patient or legal Representative   Date  


