Medical Release Protected Health Information

1, , (Date of Birth ), give Carolinas Center for Surgery permission to-
spcak to the following people Hzf:,didil}{:, my hoalth status; including dingnosis, réatment options, and plans/paymuma for
health services I receive from Carolinas Center for Surgery.

Carolinas Center for Surgery may speak with the following:

Family and/or Friends All Physicians von dre currently seging:

Naine: ‘ Namae;

Relationship: Phioitod:

Phone #;

Name: Nanie:

Relationship: : . Phonci:

Phone #;

Name: _ MName:

Relationship: Phone#:

Fhone #:

Current Pharmacy:

Patiént Email Address:

Acknowledgement of Receipt of Notice of Privacy Practices for Carolinns Center for Surgery:
Patient Initials:

RESTRICTIONS: May we send appointnient reminders by:
Msay we ¢ill you at work?  Yes[ ]  No N Email: Yes[] Nol[]
Call your cell phone: Yes [ No [ ] Phone Call: Yes D No [}
Leave a message on your _ Text Message: | Yes [ ] No[]
answering machine/voicemail: Yes[ |  No'[] '

i By checking this box, you give Carolinas Center for Surgety permission to access your medication history from your
insuranee.

Carolinag Center for Surgory files insurance as a courtesy to our patients. You are responsible for insurance co-payments
and deductible amounts at the time of service, Co-pays and deductibles are also required prior-to surgery,

PLEASE SEE REVERSE SIDE




Your medical insurgnéw 18 an agreoment bofween you and yout insurance company 6 pay 4 speeificd amount for medical
carg, The fees of this office are not based on the amount msurainte pays.

The amount approved on a particular procedure by your insurance company may be more or less: than the fees charged.
Full payment for your treatmient remains your exclusive financial responsibility, including charges not covered by your
insurangce cairier.

Payment is due in full forty-five (45) days after a claim has been submitted upon your behalf. If you aré unable to meet
yout obligation, you agtecto contact the business office. This office is not prepared to wait for payments pending any
legal action involving the pationt and any third partios.

Those patients with no insurande are expected to make payment at the time of service unless other arrangements are made
in advanee,

I hereby authorize CARQLINAS CENTER FOR SURGERY to furnish information to insyrance catriers concerming my
illness and treatments and hereby assign to the physicians all payments for medical sorviges rendeted to mysclf or my
dependeénts. I understand that I am respoitsible for any amount ot covered by insurdnee. 1understand all the physicians.
of CAROLINAS CENTER FOR SURGERY havé an ownership interest in this practice, each share losses ot profits of
this corporation,

1, authotize CAROLINAS CENTER FOR SURGERY to appeal any claims-on sy behalf, should my msurance company
fail t6 pay my claim in full. Thoy have my permission to submit oy medical records on my bebalf: Tunderstand and
agree to all statements contained hetein and fuither that niy failureto comply with this agreement may subject me to
collections activity, whether it is a collection agenoy or company attomey.

Signature of Patient: Date:

Carolinas Center for Surgery Employee Initials; Date:

MEDICARE PATIENTS ONLY

1 authorize any holdet of niedieal or other infofmation about me to release fo the Social Sccurity Administration and
Health Caro Fi inancing Adniinistration or it’s intermediaries or carrier§ any iiformation needs for this ora related health
claim, 1 permit a copy of this authorization {o be used in place of the original, and request payment of medical insurance
benefits to myself or to the party who accepts assignment. Regulation pertaining to Medicare assignment of benefits
apptlies. This is a lifctime authorization,

Signature of Patient: Date;




