


 

1. AUTHORIZATION TO PAY BENEFITS 
 

I understand that I am financially responsible for all charges and fees related to the treatment rendered 

to me by Pediatric Surgical Associates, P.A. 

2. AUTHORIZATION FOR THIRD PARTY PAYMENT 

I, hereby, authorize assignment of benefits (insurance payment) to Pediatric Surgical Associates, P.A. 

for medical services rendered. 

3. AUTHORIZATION TO APPEAL INSURANCE BENEFITS 

I, hereby, authorize Pediatric Surgical Associates to appeal insurance for any denials based on the 

particular plan’s interpretation and data. 

4. AUTHORIZATION TO RELEASE INFORMATION 

I, hereby, authorize Pediatric Surgical Associates, P.A. to furnish medical information as may be 

prescribed by the physician(s) in charge of this case. 

     

I certify that I have read and fully understand the above. 

 

    _________________________________________   

     Parent or Guardian 

     __________________________________________   

     Patient Name    

     __________________________________________   

     Insurance Name and ID #  

__________________________________________   

 Date 
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PATIENT ACKNOWLEDGMENT AND CONSENT 

 

I have been given a copy of Pediatric Surgical Associates P.A. Notice of Privacy Practices, version effective 

October 1, 2013.  I consent to the uses and disclosures of my health information as outlined in the Notice. 

 

    

Signature of Patient or Representative   Date 

 

  

Print Name 

 

  

Relationship of Representative to Patient 

 

 

Comments: __________________________________________________________________________ 

 

____________________________________________________________________________________ 

 

____________________________________________________________________________________ 

 

 

 

FOR OFFICE USE ONLY 

 

If acknowledgment of receipt of the Notice of Privacy Practices is not obtained from the patient or the patient’s 

representative, please explain your efforts to obtain acknowledgment and the reason you could not obtain it: 

_____________________________________________________________________________________ 

_____________________________________________________________________________________ 
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