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Acknowledgement of Receipt of Notice

Under the Health Insurance Portability and Accountability Act of 1996 (HIPPA), you have certain right regarding the use and disclosure of your protected health information.  These rights are more fully described in this office’s Notice of Privacy Practices.  The office is permitted to revise its Notice of Privacy Practices at any time.  We will provide you with a copy of the revised Privacy Practices upon your request.  

By signing below, you are acknowledging that you are aware of and accept this office’s Notice of Privacy Practices.
Patient Name/ Representative: 




Date: :               /              /        .              
If signed by representative, state authority to act on behalf of patient:                                                .
Permission to Obtain Medical Records  

By signing below, you agree to allow Silverman Ankle & Foot to obtain previous studies and medical records from your primary and referring health care providers.
Patient Name/ Representative: 




Date:               /              /        .              
If signed by representative, state authority to act on behalf of patient:                                               .
Information Release Authorization and Assignment of Benefits 
I understand that I am financially responsible for any charges not covered under my insurance policy. By signing this release, I authorize the release of any medical information necessary to process my health insurance claims.  Release of my information to any other party will require a separate signed authorization. 
I hereby request and authorize direct payment of benefits specified under my insurance policy to be made directly to Silverman Ankle & Foot.  Any balance left after the insurance payment has been received will be due in full within 90 days of notification from this office.   I understand that I am financially responsible for the charges as a result of the services I receive.  I understand that I will be responsible for any charges not covered by my insurance policy contract.  It is my responsibility to inform Silverman Ankle & Foot of any changes to my insurance. It is my responsibility to obtain authorization for treatment by Lance Silverman, M.D. prior to receiving the treatment.
A photocopy or exact reproduction of this authorization shall have the same force and effect of this original.
Patient Name/ Responsible Party 



 
Date:               /              /          .              
If signed by representative, state authority to act on behalf of patient:                                                .
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