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FINANCIAL AGREEMENT
I understand that all charges relating to my treatment at the Melville Surgery Center are my sole responsibility.  I have been advised that the Melville Surgery Center, my surgeon, the Anesthesiologist and the Pathologist will bill me separately for their services.  I agree to pay promptly all fees and charges incurred, including any and all deductibles, co-payments, and co-insurances imposed by my insurance company.  I hereby agree to turn over any reimbursement paid directly to me by the insurance company to the provider of service immediately upon my receipt of payment.  I further understand that any and all charges not covered by my insurance company are to be paid promptly by me upon presentment.
If you do not pay the patient balance in full, the center has the right to initiate collection proceedings against you
In that case you will be responsible not only for the balance of your bill, but you will also be responsible for all fees that the center incurs in the process of collecting the amount. (collection fees, attorney fees and any court costs)
ASSIGNMENT OF BENEFITS

I hereby assign the insurance benefits due me to the Melville Surgery Center, LLC.  I authorize and instruct the insurance carrier to make payment directly to the Melville Surgery Center, LLC.  I authorize the release of all records required to act on this request to my insurance carrier.


_______________________________


                        Signature


_______________________________


                           Date

HIPAA
Patients Representatives Acknowledgement and Consent

By signing below, I acknowledge that I have been offered or provided with a copy of the Melville Surgery Center’s notice of privacy practices regarding protected health information and therefore have been advised of how the protected health information about me may be used and disclosed by the Melville Surgery Center, and how I may obtain access to, and certain control of Private Health Information.  I also understand that state law may provide additional or different protection over certain disclosures, such as those related to HIV, mental health care, drug alcohol treatment, and genetic information.  Finally, by signing below, I consent to the use and disclosure of my Private Health Information to treat me and arrange for my medical care, to seek and receive payment for services given to me, and for the business operations of the Melville Surgery Center, it’s staff and it’s affiliated healthcare professionals that jointly provide healthcare services to the Melville Surgery Center patient.
________________________________
________________________________

             Signature of Patient                                                                                        Date

________________________________
             Print Name of Patient

________________________________
________________________________
             Manner of Authority                                                                                     Date
