
 
 
 

REHABVISIONS 
683 State Avenue 

Dickinson, North Dakota 58601 
 701-483-9400 

 
 

CONSENT FOR TREATMENT 

I, the undersigned, hereby agree and give my consent to RehabVisions to administer such 
treatment and care as is prescribed and considered therapeutically necessary on the basis 
of findings during the course of treatment. 
 
I also authorize RehabVisions to furnish information to insurance carriers concerning this 
treatment and I hereby assign all   payment for the services rendered.  
 
The information provided is accurate to the best of my knowledge. 

 
 

_________________________________________________  

 Patient Name (please print):  
 

 

_____________________________________     _______________________________ 
 Signature      Date 
 
 
_________________________________ 
 Relation (self, parent, guardian, etc.)  
 

 

 
 

 

 

 

 

https://www.google.com/maps/preview#!q=outpatient+clinic+rehabvisions+dickinson+north+dakota&data=!1m4!1m3!1d3313!2d-102.8111!3d46.8849!4m15!2m14!1m13!1s0x5326181fdd5bb0e3%3A0xabdd2298a2a3bc94!3m8!1m3!1d191858!2d-96.0434065!3d41.2918589!3m2!1i1024!2i768!4f13.1!4m2!3d46.8849!4d-102.8111
https://www.google.com/maps/preview#!q=outpatient+clinic+rehabvisions+dickinson+north+dakota&data=!1m4!1m3!1d3313!2d-102.8111!3d46.8849!4m15!2m14!1m13!1s0x5326181fdd5bb0e3%3A0xabdd2298a2a3bc94!3m8!1m3!1d191858!2d-96.0434065!3d41.2918589!3m2!1i1024!2i768!4f13.1!4m2!3d46.8849!4d-102.8111

