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1. For Medicare Recipients:

{ certify that the information provided tc. me in applying for payment under Title XViif of the Social Sequrity Act is correct. | request that
payment of-_-au_thor_ized -M_e_dicar‘e‘ benafits be made on my behalf to inova (or-ite affiliates) for any services fumished to me dun‘ng the
applicable periods of medical care.

2. Kssignment and Coordination of Insurance Benefits:
| agree ta provide information regarding all bealth insurance benefits to which Ifthe patient may be entitled. { herehy assign payment(s),
#f any, from insurance carmier(s) heafth benefit plan to Inova {or its affiliates) for services rendered. fo the patient. | hereby authorize
payments directly to [nova, including any benefits otherwise payabfe to me under the terms of my policy, but ngt to-exceed the balance
due to Incva (or its affiliates} for services rendergd-to me durinig the applicable. periods of medical care.
3. Unauthorized, Mon-covered, or Out of Plan Services:
{ understand and acknowledge:
e |f my insurance carrer or ad ministrator of benefits does fiot-considar any services rendered covered services, or has not authorized
lhiese services, they will not pay and | agree o pay for lhese serviges. _
One or more of my physicians may not accept insurance of may be out of nefwork with my health insurance.
in the case of out of plan/network physician or services, there may- be reduced benefits and | may be required to pay a higher
co-pay, deductibie or co-insurance amourt. '

4. Responsibility for Payment: _
In my capacity as patiént, legal representative or represeniative payee for the patfent, | agree to pay all charges for which | may be iegally
responaible inctuding but not imited ta healih benefit drductiblas, copayments, co-insurance and non-covered servicas. In-the avent my
account must be placed with an atiomey or coliection agency 1o obtain payment, 1 agree to pay reasonable attorneys’ fees and other
collection costs.

5. Automobile Accident Patfents - Nofice regarding the assignment of medical expense benefits wilt be provided to you in @ separate
document. '

By sigrinig below, |-certify | Have read and ynderstand the foregoing, have had the opportunity to ask questions and have them answered;
and accept-the above conditions and terms; and | agree to pay all charges for which | may be legally andfor contractually respensible.
including but not #mited lo Healih insurance deductibies,. co-payments, and non-covered services. | understand that Inova, its:
affiliates, agents (including but nof fimited to debt collectors) or designees may contact me about outstanding balances
through varieus methods including the use of manual representative outbound calls. and voice messages and/or autemated
dialing services and pre-recorded artificial voice messages, at any telephone number | provide to Inova. | also agree inthe event
my account must bé placed with an altomey or collection agency to obtain payment, | will pay the reascnable ‘attorneys' fees and other
collection costs incurred by Inova, / understand and agree this dacument will remain in effect for my present culpatient visit and any
uttire’ oulpatient or physician office visits to Inova, unfess specificatly cancelied in writing by me. | understand that | will be asked to
review and sign this form-once per calendar year as long as | remain a patient of inova,

_PatientiGuardianfetc. (signature? “  PatienyGuardianfete. (print pame) "~ Date Time:

Relationship 1o Patient (i aot signed by patient)

Witness !signature} " Witness {print name) Date Time’

Interpreter Information. (To be completed by Inova staft, apphicable):
O In person O Telephonic T2 Video Interpreter nameAD number-{if-applicable) _
[ PatientDesignated Decision Maker was cflered and refused inlerpreter 13 Waiver signed

PATENT IDENTIFCAT LN
inova _
if label is not available, please complate: Auth@ﬁ{zaﬁen f@r @Ialms, Paymel‘lf,
Patient Name: : and Reviews - Ambulatory
Dateof Wedical OIgH OFH DFOH DH  DUavH
Birthr Fecord # dﬁi@:_________,_ [ Other:
‘Gender. 1 Male 1 Femala -’.:A.‘..l' # PUOEADTIROEING » PKES OF 25 +




