
 

 

 

FINANCIAL POLICY AND INSURANCE AUTHORIZATION
 I authorize Advanced Orthopedics and Sports Medicine Institute, PC (“AOSMI”) to release to the Social Security Administration and
Centers for Medicare & Medicaid Services, its intermediaries or carriers, or to any other insurance company for which I or my 
dependents or insurance beneficiaries is/are covered insureds, any information, including protected health information, needed for
processing of claims for payment for services rendered to me or my dependents or insurance beneficiaries, as applicable. I request that 
payment of Medicare and/or other third-party insurance company benefits for services rendered to me (or my dependents or insurance 
beneficiaries, as applicable) be made directly to AOSMI. If my insurance carrier will not assign benefits to AOSMI, then I understand 
that I am responsible for payment of all charges, regardless of whether or not I am later reimbursed by my insurance plan. I understand
that I am responsible for all deductible, co-payment and co-insurance amounts for all non-covered services.

It is customary to pay for services when rendered, unless other arrangements have been made. Acceptable forms of payment are cash, 
check, Visa, MasterCard, Discover or American Express.  In the event I fail to pay for services rendered, when payment is due, my 
account will be turned over to collection. I understand that I agree to pay a $35 administration fee for any account turned over to 
collection, as well as all attorney, court and other costs and fees associated with collection of amounts due. 

ACKNOWLEDGEMENT OF RECEIPT OF NOTICE OF PRIVACY PRACTICES

I understand that, under the Health Insurance Portability & Accountability Act of 1996 (HIPAA). I have certain rights to privacy
regarding my protected health information. I understand that this information can and will be used by AOSMI to: conduct, plan, and 
direct my treatment and follow-up among multiple healthcare providers who may be involved in that treatment, directly or indirectly: 
obtain payment from Medicare and third-party payers; and conduct normal healthcare operations such as quality assessments and 
physician certifications. 

I have read and understand AOSMI’s HIPAA Notice of Privacy Practices, which contain a more complete description of the uses and
disclosures of my protected health information. I understand that AOSMI has the right to change its HIPAA Notice of Privacy Practices 
from time to time and that whenever an important change is made, AOSMI will post a new notice in the office. I may contact AOSMI at 
any time at the address below to obtain a current copy of the HIPAA Notice of Privacy Practices.  

DESIGNATION OF DISCLOSURE
I agree that AOSMI may disclose my protected health information to a family member, close personal friend, or other caregiver, since 
such person is involved with my healthcare and/or payment relating to my healthcare. In that case, AOSMI will disclose only information 
that is directly relevant to the person’s involvement with my healthcare and/or payment relating to my healthcare, unless I request
otherwise. I understand that for uses and disclosures to individuals or entities that require an authorization pursuant to HIPAA, AOSMI 
will provide me with a HIPAA-compliant authorization form for my completion. 

I designate the following persons listed below as a person or persons involved with my healthcare and/or payment: 

Name ______________________________________ Relationship ________________ Health Info: Yes/No  Payment Info: Yes/No (circle as applicable) 

Name ______________________________________ Relationship ________________ Health Info: Yes/No  Payment Info: Yes/No (circle as applicable)  

Name ______________________________________ Relationship ________________ Health Info: Yes/No  Payment Info: Yes/No (circle as applicable)  

CONTACT INFORMATION

I wish to be contacted in the following Manner (Please check all that apply): 

 Home Telephone             Detailed Message   Call back Number Only 
 Work Telephone             Detailed Message   Call back Number Only 
 Cell Telephone          Detailed Message   Call back Number Only 
 Mail to Home Address 
 Mail to Work Address 

Acknowledgement and Agreement. 

Patient’s Name __________________________________________________________________________ Date __________________ 

Signature ______________________________________________ Printed Name ____________________________________________ 
                                 (Patient/Parent/Guardian)     (Patient/Parent/Guardian) 


