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Consent for Treatment

I do hereby consent to necessary examination procedures and/or treatments prescribed by my physician (Dr. Salmon), his assistants or designee as it is necessary in their judgment.

Financial Responsibility and ACH Authorization

I understand payment is due in full at the time of service unless special payment plan arrangements have been made with our Business Services.  If my insurance is a PPO/HMO with which Live Oak Cardiology contracts with, I am responsible for my co-payments, deductibles and non-covered services.  I understand that if my insurance carrier is one with which Live Oak Cardiology has a contract, that contract includes a provision for benefits to be paid directly to the group. I authorize the release of any information necessary to process claims for insurance payment.  I authorize payments and benefits due, be paid directly to Live Oak Cardiology.  I understand all charges not covered by my insurance, i.e., (co-pays or deductibles) will become my responsibility, including all attorney fees and collections costs on unpaid balances.
Assignment of Benefits

I understand that if my insurance is not contracted with Live Oak Cardiology, but I have made prior arrangements with Business Services, that in special situations, Live Oak Cardiology may file my insurance claims assigned.  In such cases, I authorize payment of benefits to be made to Live Oak Cardiology.
Authorization of ACH Debit for NSF Checks

I authorize that ACH debits if my check is returned unpaid by my bank for any reason.  I authorize Live Oak Cardiology to initiate, directly or by agent, an ACH debit of my account, in the amount of the check, plus any bank fees incurred by Live Oak Cardiology, plus a collection fee in the amount between $8.00 and $40.00 as permitted by law.  I understand that this authorization may be revoked at any time by providing written notice to Live Oak Cardiology.

_____________________

By signing this form, I agree that all the above information is true and I will assume responsibility for all payments.

______________________________
______________
________________________

Signed (Insured Person)


Date


Witness


______________________________
Please Print Name

