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Payment of Medicare/Medicaid Benefits

I request that payment of authorized Medicare/Medicaid benefits be made either to me or on my behalf to Arthritis
Consultants of Tidewater for services rendered. | authorize Arthritis Consultants of Tidewater to release the Health Care
Financing Administration and its agents, any medical information needed to determine benefits or the benefits payable
for related services.

Assignment of Insurance Benefits

| hereby authorize direct payment of medical benefits to Arthritis Consultants of Tidewater for services rendered. |
understand that | am financially responsible for any balance not covered by my insurance.

Authorization for Release of Information

I consent to the use or disclosure of my protected health information by Arthritis Consultants of Tidewater and if needed
information from other providers, for the purpose of diagnosing or providing treatment to me, obtaining payment for
my health care bills or to conduct the healthcare operations of Arthritis Consultants of Tidewater. | understand that
diagnosis or treatment of me by Arthritis Consultants of Tidewater may be conditioned upon my consent as evidenced
by my signature on this document.

Acknowledge of Receipt of Privacy Notice

By signing below, | am acknowledging that | have been provided with a copy of Arthritis Consultants of Tidewater’s
Privacy Notice pursuant to the Federal regulations known as HIPAA Privacy Rule.

Cancellation Policy
If you are unable to make your appointment, please notify our office one day (24 hours) prior to the appointment. We

reserve the right to charge a $25 fee for missed appointments. Three no shows or cancellations (24 hours prior to appt.)
may result in discharge from the practice.

| have read and acknowledge that | understand the terms above.

Printed Name:

Patient’s Signature: Date:
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