KINGS ANESTIHIESITIA

ASSIGNMENT OF BENEFITS & AUTHORIZATION TO PURSUE APPEAL AND/OR LITIGATION OF
HEALTHCARE BENEFITS

In consideration of the professional services rendered by Kings Anesthesia and it's affiliated
healthcare providers, ("Health Care PlOVldel "), |, hereby iuevocably direct, authorize, assign and
consent to the following:

° The assignment of my. rights to appeal, arbitrate, bill, and/or coilect my claims for health

“Insurance benefits with regard to the above-captioned claim to Health Care Providers,
including, but not limited to assistant, anesthesia, swrgical facility fees, supplies, primary
physician, and any other fees related to my claims, pursuant to my rights undei* state and/or
federal law including but not limited to the federal New Jersey Health Claims Authorization,
ERISA statutes, New Jersey Healthcare Quallby Act (HCQA), and Processing and Payment Act
(HCAPPA),

*  The authorization of Health Care Providers to act as my agent-in-fact with regard to all
aspects regarding the arbitration of the denial of my claim as a substitute heneficiary under
my policy of health insurance whethér fully funded or self funded.

* The authorization of Health Care Providers to initlate, prosecute, and vesolve any and all
appeals and/or arbitrations and/or legal agtions on the denial of my claim, including but not
limited to internal appeals with the insurer, outside reviewing entities or agencies as well as
arbitration and litigation matters in state or federal courtincluding but not limited to claims
under the federal ERISA statutes;, New Jersey Health Claims Authorization, Processing and
Payment Act (HCAPPA), and New Jersey Healthcare Quality Act (HCQA).

* The authorization of Health Care Providers to obtain and/or disclose any Private Health
Information as contemplated by HIPPA limited to my claim for insurance benefits and any
appeal there from. ] have: signecl a separate HIPPA author Ization in this regard.

*  The authorization of Health Care Providers to file a complaint with 1eg_ald to any denial of
my claim(s) with the New Jersey Departiment of Health and Senior Services, the New Jersey
Department of Banking and Insur ance, the federal Department of Labor as it relates to ERISA

plans, as well as any othea governmental agency with jm[sdictlon over my claim and/or the:

insurer,

* The authorlzation for payment of "my and all insurance benefits divectly to Health Care

Providers to which I might be entitled under the above captioned claim,
Ownershin
I am aware that iy physician may have ownelship interest in the healthcare facility where 1 am
recelving care today. If I choose to go to another healthcare facility for this procedure, it will have no
effect on my relationship with my physichn
Qut of Netwoyk '
I have been informed. that l{mgs Anesthesia and some:of Its affillates may be an “out of network”
entity, I understand that there is a possibility: that partial; or total reimbursement for their services
may be sent directly to me. When this coueepondence from the Insurance company arvives, | take
responsibility to contact thé office within 7 days and provide the: tol!owlng.
The explanation of benefits and endorsed checl, personal check or debit/credit card for the amount
of the reimbur sment and any corresponding co-insur ance, including my deductible.

[ understand that {f 1 do not lelmbuwc l(lngs Anesthesh, and its affiliates for rendered medical
seivices, 1 will be-sent to collections, and additional fees oflate (.hal ges, mte: est payments, collection
agency fees, attorney fees will apply

- Witness:
Date:

/é;lml. Name Pati(,nt/Guax dlan:

ignature Patlent/Guardian:




