ORTHOPAEDIC SPECIALTIES OF TAMPA BAY

ASSIGNMENT OF BENEFITS AND AUTHORIZATION FOR TREATMENT/INFORMATION RELEASE

1. THE UNDERSIGNED hereby authorizes Orthopaedic Specialties Physical Therapy (Provider) to render physical therapy, or other related services, that the Provider feels are necessary or advisable to the patient in conjunction with physician referral.  The patient shall cooperate fully with all requests to Provider in connection with Provider’s rendition of therapy and related services.

2. THE UNDERSIGNED hereby certify(s) that all information including, without limitation given by the undersigned in applying for payment under title XVIII of the social Security Act, provided to Provider is true and correct in all respects.

3. THE UNDERSIGNED hereby authorize(s) Provider to disclose any information furnished Provider or obtained by Provider in connection with the patient’s treatment (including information concerning a related Medicare claim), to any physician, governmental agency (including the Social Security Administration or its intermediaries or carriers), insurance company requesting such information, that are entitled to such information under HIPAA regulations.
4. THE UNDERSIGNED hereby authorized the Provider to request from Medicare, payment of authorized benefits.  Since Orthopaedic Specialties Physical Therapy accepts 80% of therapy charges from Medicare, it is understood that any deductibles and or 20% co-insurance, as well as any non-covered services are the responsibility of the undersigned.

5. THE UNDERSIGNED hereby assign(s) to Provider, any and all Blue Cross/Blue Shield of Florida and private medical insurance benefits (primary and secondary) to which the patient may be entitled for services rendered by provider.  THE UNDERSIGNED hereby authorizes and directs Provider to apply and file for all such benefits on the patient’s behalf.

6. THE UNDERSIGNED fully understands that the undersigned is financially responsible for any of Provider’s fee that is not paid by insurance.  The undersigned agree to pay any such amount when due, and further agree to pay any cost of collection including court cost and attorney’s fees.

7. THE UNDERSIGNED, if LEGAL GUARDIAN, must attach copy of Guardianship papers to verify you Legal Right to authorize treatments/release of information per Florida Law.

8. THE UNDERSIGNED agree to execute such other document and perform such acts as Provider may reasonably request to effectuate the foregoing.

9. The provisions hereof shall continue in full force and effect until receipt by Provider of a written notice of termination signed by the undersigned; provided, however, that the provisions of paragraphs 2,5, & 6 shall survive such termination.

10. THE UNDERSIGNED hereby authorizes the Provider to make or give any request or notice; to present or to elicit evidence; to obtain information; and to receive any notice in connection with my pending claim of asserted right wholly in my stead under Title XVIII, in the event of denial of benefits.  Provider accepts said appointment. 
_________________________________________________

Patient Signature/Date

_________________________________________________

Responsible Party Signature/Date

_________________________________________________

Witness Signature/Date
