AUTHORIZATION FOR ANESTHESIA SERVICES

Facilty:

Patient Name: Medical Record#:

Account#:

Date ofService:

IMPORTANT NFORMATION
PLEASE READ CAREFULLY

1 Anesthesiologists Are Not Employees or Agents of this health care facilty- | understand that the anesthesiologist(s) and anesthesia stafl
are independent contractors and are not employees or agents of this health care facility | understand that they are ndependent inthe
exercse of decisions requiring professionalmedical judgment, including decisions about my care. lunderstandthat Imayrecewve separale

bills forsuchanesthesia services.

2. Assignment and Coordination of Insurance Benefits — | agree to provide information regarding all group hospitalzation. health maintenance
organization.workers'compensation, automobie andother healh care benefitstowhich Vthe patientmay beentitled. | hereby assignpayment(s). ¢
any.frommynsurance carrier(s)/healthbenefitsplan(s)tothe Anesthesia Groupforservicesrenderedtome.

3 Unauthoeed, Non-Covered, o Ot of Flan Senvices — | understand that f my nsurance company or heath maintenance organization does no
consider this or any service rendered during this procedure a covered service or has not authorized this service, they wil not pay for the services, or ¢
particular charge for a service rendered during this outpatient visit. | agree to be fully responsible for payment to the Anesthesia Group providing
services lo me/the patient for this procedure or any related service if determined by my nsurance company or health maintenance organization to be
non-covered service. | also understand and acknowledge that inthe case of Out of Plan/Network services, there may be reduced benefits and |
may be requred to pay a larger co-payment. deduclible, co-insurance of the charge. | also unrderstand that the Anesthesia Group may no
particpatle with all heath plans and networks, and may not be n-network physician members of my managed care heath plan. hthe event that my

es ¢

managed health care plan does not remburse these services provided to me | acknowledge that Iwilbe responsible for any balance that t declines i«
pay for such services

4. Authorestion o Raeeas: Wommation and Process Jams - | authore release of nformation, ncluding financial nformaton and confidential health
rformation and medcal records regarding services rendered dunng ths care or any related services to my nsurance carrner(s) A photocopy of this
authorzation may be honored. Capital Anesthesis Services has entered into an agreement with this heathcare faciity which provides a HIPAA
Notice to patents. This facility's HIPAA notice to patients applies to Capitol Anesthesia Associates.

S Responsitility for Payrment - hmy capacity as patient, legalrepresentative or representative payee for the patent, | agree to pay allcharges for
which Imay be kegally responsible including, but not limited to health nsurance deductites. co-payments, @insurance and non-covered services. |
requestand authorizethatpaymentofauthorized Medicare beneftsbe made onmy behalftothe Anesthesia Groupforservices renderedto me.

Inthe event my account must be placed with an attorney or collection agency to obtain payment, | agree to pay reasonable attomneys' fees and other

collection costs.
By signing below, |certify that | have read and understand the foregoing, have had the opportunity to ask.questions. and have them answered. and
accept the above condtions and terms. |further certify that | am the patient bted above or am the guardian. duly authorzed representative, parent or
other family member of the patiant.

PATIENT (GUARDIAN, ETC)) DATE

RELATIONSHP TO PATENT (IFNOTSIGNED BY PATIENT)

WITNESS DATE

Anesthesia Services are provided by the Anesthesiologsts and Certified Nurse Anesthetists of Capital Anesthesia

Associates. Fyou have any queslons about your bill, please contact Capital Anesthesia Asso., Patent Accounts

Department at
(703)471-0919.Feax, (703)742-9081 Mailto: CapitalAnesthesia Associates.P.O.Box 2728 Reston, VA 20195.
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