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[WHOM MAY WE THANK FOR REFERRING YOU? :
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(el EXPLANATION OF PAYMENT POLICY AND INSURANCE FILING PROCEDURES i)
I hereby authorize Surgical Associates, P.C. to release all medical and/or related financial information to my insurance carrier{s} or
other parties making payment for my medical services, as well as other physicians or medical care entities that request
information in conjunction with my care and treatment.
| further authorize the payment of benefits directly to Surgical Associates, P.C. | understand that | am responsible for all charges
not paid or covered by insurance and agree to pay any costs of collection including a reasonable attorney's fee.
| authorize treatment, care and testing as provided or recommended by Surgical
Associates, P.C.'s physicians and staff.
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