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Thomas E. Fithian, M.D., FAAOS
Jon H. Swenson, M.D., FAAOS
Anthony T. Carter, M.D., FAAOS
Daniel R. Cavazos, M.D., FAAOS
John W. Aldridge, M.D., FAAOS
Adrian T. Baddar, M.D., FAAOS
Sarah E. Bott, P.A.-C

Michelle K. Bozarth, P.A.-C
Lianne Dobson, P.A.-C

FINANCIAL AUTHORIZATIONS / WAIVERS

COMPLETE if you have Medicare, Medicaid, or Tricare : | authorize any holder of medical or other
information about me to be released to the Socialr8gddministration and Health Care Financing
Administration or its intermediaries or carrier, anfprmation needed for this or a related
Medicare/Medicaid/Tricare claim. | permit a copy oftauthorization to be used in place of the original and
request payment of medical insurance benefits eith@yself or to the party who accepts assignment.
Regulations pertaining to Medicare assignment of beragfidy.

PAYMENT POLICY AND INSURANCE ASSIGNMENT/RELEASE: The payment for services is due on
the day services are rendered, unless other meansnoépagre agreed upon by the undersigned and Har
Roads Orthopaedics & Sports Medicine. | authorize thgfof claims (electronically and/or hard copy)
against any insurance in force and other third partyrgagtuding: Medicare, Medicaid, or Workers’
Compensation carriers, and further assign direct payneiiampton Roads Orthopaedics & Sports Medit
The undersigned understands that he/she is responsipi@yfoent of any charge not covered by this
agreement, and that any monies recovered in excdss phtient's indebtedness will be refunded. In the event
of any default on any payment due Hampton Roads Orthopadpsrts Medicine, | agree to pay all costs
including 33 1/3% collections and attorney fees. | autledhie release of any medical information to process
claims for services rendered. | understand there is naugtese of treatment outcomes.

NO INSURANCE / NO REFERRAL: If I do not have my insurance card or referral (if aqgdble) today, |
understand that | will have to pay for today's visiuntlerstand that if my insurance company requires a
referral, | have to inform HROSM. | also have to geeferral for this date of servic&y signing this form, |
agree that | will be paying for today's visit if my insurancecompany does not pay. The estimated cost of
services for todav's visit is $237.0

| have been made aware that the surgeons of Hamptais Roghopaedics & Sports Medicine have ownership
in Hampton Roads Orthopaedics & Sports Medicine PhyS$ttatapy, the Open Multi-Positional MRI Center,
and the Mary Immaculate Ambulatory Surgery Center.

Patient/Parent/Guardian Signature Print Patient/Parent/Guardian Name

Date



