A

Mount

Sinai
Doctors  AUTHORIZATIONS AND ASSIGNMENTS

1. F CIAL ENT/GU OF PAYMENT (Al ~1Yes [ |No (Please initial)
3

| In consideration of sendces, assignment of benefits and care rendered; | agree that | am responsible for any and all charges billed by Drs.
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my depandents in the office.

Upon receipt of a medical bill, | agree to immedialely pay all amounts nol covered by insurance. If any insurance | have rejects my daim or pays part of the
claim, | shall be responsible for payment of any balance as determined by Mount Sinai immadiatety upon leaming of such coverage, unless otherwise
prowded by law.

2. RELEASE OF INFORMATION £-Z¥es [ |No (Please initial) ___

In fhe event my insurer denies payment to the Physicians for services rendered lo me, | hereby give my consent 1o have an authorized represantative of
the Physician to conlact my insurer and to provide 1o my insurer all information and documentation regarding the services rendered 1o me by fhe
Physicians which may be required in order for my insurer to reevaluate its decision to deny payment for such services.
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vanous credit agencies and guarantors sclely if needed for payment of the professional charges (no clinical information will be disciosed o any credit
agency).

any information (including information relating to mental iiness andior AIDS/ARC/HIV) needed for this or a related Medicare claim. | request that paymant
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determine the healh plans i in by physicans who are employed or contracied by Mount Sinai to provide hospital services by visiting
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| HAVE READ, UNDERSTAND AND AGREE WITH THE ABOVE ITEMS.
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