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AUTHORIZATION

1, the undersigned, do hereby request and give my consent for any physician associated with the Internal Medicine Clinic to release
to my insurance company/companies any protected health information necessary for treatment, payment or health care operations
to the application of my insurance claim. | understand this consent may be revoked by me, in writing, at any time.

I, the undersigned, do hereby request that all benefits payable for medical services rendered be paid directly to the Internal Medi-
cine Clinic.

| understand that | am financially responsible to you for all of my individual charges incurred during the course of your greatment,
including hospitalization, even though | may have insurance or other third-party coverage. | recognize that the cost of this medical
care may exceed the amount reimbursed by my insurance company. | understand that | will be expected to pay the mnt §et forth
on the physicians fee schedule regardless of what my insurance company may consider usual and customary. (Exception is noted
for medicare and all PPO contracts) | promise to pay this amount when due. In the event of default, | recognize that legal proceed-
ings may result and | agree to pay all cost of collection including reasonable attorney’s fees.

A photostatic copy of this consent and assignment shall be considered as effective and valid as the original, and | do hereby
consent for duplication of the original whenever necessary for insurance purposes.

I, the undersigned, do hereby acknowledge that | have a complete understanding of the contents herein and that my signature
below makes this a valid and legal document.
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