Tower Surgical Signature Page
Financial Agreement
I hereby authorize direct payment of surgical/medical benefits to TOWER SURGICAL, INC., for services rendered by him/her in person or under his/her supervision.  I understand that I am financially responsible for any deductible, co-insurance, and non-covered service and agree to pay these amounts.  I also hereby authorize Tower Surgical to release any medical information that may be necessary for either medical care or in processing applications for financial benefit.

In the event of default in payment and if legal action should become necessary to collect an unpaid balance due for medical services rendered to me or my family, I/we agree to pay reasonable attorney’s fees and other such costs as the Court determines proper.

Signature of Patient, Parent, or Power of Attorney:  ______________________________

Printed Patient Name:______________________       Date:  __________________  
If you are NOT covered by an insurance plan please sign below accepting responsibility for payment of services provided in full.

Signature of Patient, Parent, or Power of Attorney:  ______________________________

Printed Patient Name: _____________________         Date:  __________________  
Notice of Privacy Practices

I, the undersigned, hereby acknowledge that I was offered a copy of the Tower Surgical, Inc. Notice of Privacy Practices.

______________________________


    Patient Printed Name

______________________________
______________________________


    Patient Signature





Date
Protected Health Information Release
I request that disclosure of my PHI (including name, diagnosis, test results, dates of service) be released to the following:

             Name



  Phone Number

    Relationship
	
	
	

	
	
	


___________________________________

___________________________________

Patient Printed Name




Date of Birth
______________________________________________

______________________________________________

Patient Signature





Date


