SIGNATURE FORM

FINANCIAL RESPONSIBILITY AND RELEASE OF INFORMATION

T UNDERSTAND THAT I AM FINANCIALLY RESPONSIBLE TO SURGICAL CLINIC ASSOCIATES, P.A.
FOR CHARGES NOT COVERED BY MY INSURANCE CARRIER. PAYMENT FOR SERVICES IS DUE

AT TIME OF SERVICE UNLESS PRIOR ARRANGEMENTS HAVE BEEN MADE, I ALSO AGREE THAT,
SHOULD I FAIL TO ASSUME THIS FINANCIAL RESPONSIBILITY AND CREDIT ACTION IS
NECESSARY, I WILL PAY FOR THESE COSTS IN ADDITION TO THE AMOUNT OF THE DOCTOR’S
CHARGES. I AUTHORIZE SURGICAL CLINIC ASSOCIATES, P.A. TO RELEASE TO THE SOCIAL
SECURITY ADMINISTRATION OR ITS INTERMEDIARIES OR CARRIERS, OR OTHER INSURANCE
CARRIER ANY MEDICAL OR OTHER INFORMATION NEEDED FOR THIS OR A RELATED
INSURANCE CLAIM. A COPY OF THIS AUTHORIZATION MAY IS USED IN PLACE OF THE ORIGINAL.

DATE SIGNATURE OF PATIENT OR GUARDIAN

EXTENDED PAYMENT REQUEST (ONE TIME AUTHORIZATION)
(MEDICARE AND MEDICAID PATIENTS ONLY)

IREQUEST THAT PAYMENT OF AUTHORIZED MEDICARE BENEFITS OR OTHER INSURANCE
BENEFITS BE MADE ON MY BEHALF TO SURGICAL CLINIC ASSOCIATES, P.A. FOR ANY SERVICES
FURNISHED ME BY THAT PROVIDER. THIS ONE TIME SIGNATURE WILL BE MAINTAINED ON

FILE AS VERIFICATION FOR ALL SUBSEQUENT SERVICES WHICH ARE PROVIDED TO ME BY

THIS PROVIDER. I AUTHORIZE ANY HOLDER OF MEDICAL INFORMATION ABOUT ME TO

RELEASE TO THE CENTERS FOR MEDICARE AND MEDICAID SERVICES AND ITS AGENTS OR OTHER
INSURANCE CARRIERS ANY INFORMATION NEEDED TO DETERMINE THESE BENEFITS OR THE
BENEFITS PAYABLE FOR RELATED SERVICES.

DATE SIGNATURE OF PATIENT OR GUARDIAN

MEDIGAP AUTHORIZATION
(MEDICARE PATIENTS ONLY)

IREQUEST THAT PAYMENT OF AUTHORIZED MEDIGAP BENEFITS IS MADE ON MY BEHALF
TO THE SURGICAL CLINIC ASSOCIATES, P.A. FOR ANY SERVICES FURNISHED BY THAT
PROVIDER. 1 AUTHORIZE ANY HOLDER OF MEDICAL INFORMATION ABOUT ME TO

RELEASE TO ANY INFORMATION NEEDED TO
(NAME OF MEDIGAP INSURER)
DETERMINE THESE BENEFITS OR THE BENEFITS PAYABLE FOR RELATED SERVICES.

MEDICARE NUMBER

SECONDARY INSURANCE POLICY#

DATE SIGNATURE OF PATIENT OR GUARDIAN



