STEMMEE SURGERY CENTER

Notice of Assignment of Benefits to a Provider
An assignment of benefits Is an arrangement by which a patent requests that hls or her health Insurance beneflt payments be made
directly to:

STEMMEE Surgery Center
Metropolitan Anesthesla Consultants, P.C.
Guardlan Anesthesia; LLC,

59 Veronica Avenue
Somerset, New Jersey 08873

732-875-3500 '

Insurance authorlzation and Asslgnment of Benefits
Please be advised that the patient's signature or, In the case of a minor or mentally handicapped Individual, the slgnature of a parent or legal
guardian now absolutely provides for the assignment of benefits to STEMMEE Surgery Center, Metropolitan Anesthesla Consultants, P.C. and
Guardlan Anesthesla, LLC. (hereafter referred to as SSC/MAC/GA), authorizing this transfer of payment from the Insured to the healthcare
provider.

L

(print the full name of the undersighed])
Herby absolutely authorize SSC/MAC/GA to apply for benefits on my behalf for services rendered to me or my dependent(s) and request that
payment be made by my Insurance company(les) and that payments be sent directly to SSC/MAC/GA. | understand that all of the providers at
SSC/MAC/GA are out of network with all Insurance carrlers. It Is the policy of this practice to blll my Insurance carrler as a courtesy for
relmbursement of expenses.

I certify that | {or my dependent(s)) have actlve and valid insurance coverage and have supplied SSC/MAC/GA with the up-to-date and correct
Insurance Identification card(s) as well-as supplled SSC/MAC/GA all necessary Information regarding the guarantor of the Insurance policy{ies)
and the necessary information regarding the subscriber(s) eligibility for Insurance benefits which Is required to submit medical claims for
reimbursement. Fallure to provide updates to any of the Information supplied which may result In denlal of payment(s) to SSC/MAC/GA and
resubmitted clalms with corrected updated information that are still denled due to the fact that the corrected Information was not supplied
In a timely fashlon to SSC/MAC/GA and | understand it will be my responsibllity to pay SSC/MAC/GA for those medical services rendered to
me or my dependent(s), | understand that | am financlally responsible for all charges whether or not pald by Insurance.

| understand that if my Insurance carrier(s) does not issue payment or Issues partial payment, SSC/MAC/GA has the right to appeal and If
necessary, to arbitrate any claims with the carrier. | am responsible for providing any documentation that is in my possession or within my
abllity to obtain that the carrier may require to SSC/MAC/GA for a successful arbitration,

| understand that this in no way relleves me of my primary responsibllity to pay for services rendered to me, and If my account Is turned over
to an attorney for collection or taken to court, | agree to pay all collection fees, reasonable legal fees and court costs and other expenses
incurred as a result of said collection or court date, all actlons having venue of Somerset County, NJ, other venues notwithstanding. Further, |
understand that there Is a $30.00 fee for returned checks.

| understand that SSC/MAC/GA and Its appolnted attorneys or collection agencles reserve the right to report to commercial credit bureaus
when an account becomes delinquent. All delinquent accounts are reported as a “collection account” on the consumer credit report. The
debit will remain as a collection account while on the credit bureau report; however, any subsequent payment activity Is reported to the
credit bureaus on a monthly basls. Payment In full will result In the collection account be reported to the commercial credit bureaus as
satisfied.

I certify that the information | have reported with regard to my Insurance coverage Is correct and | herby authorize SSC/MAC/GA, the release
of any Information relating to any claims for benefits, In order to process any claims for benefits and to secure the payment of benefits. |
authorize the use of this signature on all Insurance submisslons, Furthermore, | permit a copy of this authorization to be used In place of the
orlglnal. | may revoke this authorlzation at any time In writing.

p : 2
’égned (Patient or Other Person-Authorized to Act for Patlent) )(Date
Vi ; Witnessed By:
/\Srlnt Name
Relatlonship to patient Slgned (Wlthess) Date
Address Print Names:

Address




