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INSURANCE AUTHORIZATION AND ASSIGNMENT

(PLEASE READ AND SIGN)
I hereby authorize the release of any medical information necessary to process insurance claims or any medical information that is needed for any utilization review or quality assurance activities. I hereby assign to Innovative HealthCare Atlanta, LLC all the payments for mobile surgical unit fees (including disposables and delivery) in conjunction with medical services rendered to myself or my dependents. I understand that I am responsible for any amount not covered by insurance. I agree to pay any balance due in full no later than 30 days of statement, unless other arrangements have been made in advance.

Signature _________________________________________  Date _______________

FINANCIAL POLICY AND PATIENT FINANCIAL RESPONSIBILITY

(PLEASE READ AND SIGN)
You, as the patient, are ultimately responsible for all fees. We do accept insurance assignment and will file your insurance claim for you; however, you are still responsible for all co-payments or balances as required by your specific insurance plan.

You are required to bring your insurance card to each visit. Your appointment will be rescheduled if your insurance card is not available.  All co-payments and co-insurance are due at the time of service. All patients under 18 years of age must be accompanied by an adult who is responsible for any necessary copayments, co-insurance, and deductibles.

All co-insurance or deductibles must be paid at the time of service.

Signature _________________________________________  Date _______________
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