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EAR, NOSE, THROAT & SINUS CENTERS
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WE HEREBY CERTIFY THAT:
1. | authorize treatment of the person named above and agree to pay all fees and charges for such treatment. | agree to pay all charges shown by statements,
promptly upon presentment, unless credit arrangements are agreed upon with the office.

2. | hereby authorize the assignment of any insurance benefits and agree to be liable for the payment of all medical services nat pald by Insurance or ather
benefits. In addition to the balance left due and owing, | agree to pay all collection costs and reasonable attorney fees i1 the event this account Is turned over .

to our attorneys for callection. all without relief from valuation and appraisement laws should | fail to pay any amounts owlng not paid by insurance or ather
henefits.

=
3. lauthorize transfer of the above information to Carepointe (In the event sudiclogical services are needed,)

4. | authorize Carepointe to release any medical or other Information necessary to process clalms.

5. | authorize Carepointe to send appointment reminder posteards through regular U.S. Mall to addresses provided.

6. | authorize Carepointe to leave general messages at any phone humbers or on answenng machines, vaice mails or e-mail addresses that are provided.

7. lauthorize Carepointe to discuss protected health information to the following personis).

8. | understand that | will be charged a $25.00 missed appointment fee If | do not give Carepointe 24 hours advanced notice of cancellation.

DATE SIGNATURE OF RESPONSIBLE PARTY RELATION TO PATIENT

MEDICARE BENEFICIARIES &

STATEMENT TO PERMIT PAYMENT OF MEDICARE BENEFITS TO
PROVIDER, PHYSICIANS AND PATIENTS

NAME OF BENEFICIARY HICN .

| request that payment of authorized Medicare benefits be made to either me or on my behalf for any services furnished to me or
in Carepointe, including physician services. | authorize any holder of medical or other information about me to release to the
Health Care Financing administration and its agents any information needed to determine these benefits or benefit related
services.

SIGNATURE OF BENEFICIARY DATE

STATEMENT TO PERMIT PAYMENT OF MEDICARE BENEFITS TO
PROVIDER, PHYSICIANS AND PATIENTS

NAME OF BENEFICIARY HICN MEDIGAP POLICY NUMBER

| request that payment of authorized Medigap benefits be made to either me or on my behalf to Carepointe for any services -
furnished me by that physician/supplier. | authorize any holder of medical or other information about me to release to my
Medigap insurer any information needed to determine these benefits or the benefits payable for related services.

SIGNATURE OF BENEFICIARY DATE




