DIGESTIVE HEALTH CENTER OF INDIANA P.C.
Financial Release and Acknowledgement Form


I understand that my physician has a financial interest in the endoscopy center and that I may use another institution to have my procedure performed.
I understand that the Center shall have the right at any time to refuse to admit me or to provide medical care or treatment to me.

I understand that the Center, in order to deliver quality healthcare, develops and maintains health information which may include physician notes, history and physicals, medication reports, tests and test results, treatment plans, nursing records, and insurance information.

I certify that the information given by me in applying for payment under the Title XVIII of the Social Security Administration or its intermediaries or carriers for this or a related medical claim is correct.  I authorize the release of all necessary information to agencies just named as well as any Peer Review Organization.  I request that payment of authorized benefits be made on my behalf; I assign the benefits payable for physician services are made to the physician or organization furnishing the service or authorize such physician or organization to submit a claim to Medicare for payment to me.
I recognize that I am primarily liable for payment of services rendered; however, in the event that I am entitled to medical care benefits of any type whatsoever, I hereby assign those benefits to the Center and any of its contracted health care providers.  I authorize the Center and the appropriate health care providers to apply for benefits on my behalf for services rendered during the visit.  I certify that the insurance or other coverage benefit information supplied by me is correct, in accordance with applicable DHCI polities, provider or insurance policies or agreements.  If my insurance carrier requires pre-authorization for services I will receive, I understand that it is my responsibility to contact my physician office and/or insurance carrier to obtain it.  If I fail to do so, I could be liable for all or part of otherwise covered expenses.

In the event that my insurance company denies payment for my service, I authorize the Center to appeal for payment on my behalf.

I certify that I am the patient or am duly authorized by the patient as patient’s general agent to execute this document and accept its terms.

******************************************************************************************

IT IS YOUR RESPONSIBILITY TO CHECK WITH YOUR INSURANCE COMPANY TO SEE IF THE PROCEDURE IS COVERED AND IF THERE WOULD BE ANY OUT OF POCKET EXPENSES YOU WOULD BE LIABLE FOR (COINSURANCE/DEDUCTIBLE)!
