




 
 
Date:___________________________ 
 
Patient Name:  _____________________________________________     SS#: _________________________ 
 

 
AUTHORIZATION TO RELEASE/OBTAIN MEDICAL INFORMATION 

I authorize MID-ATLANTIC CARDIOTHORACIC SURGEONS, LTD. to obtain any medical information necessary for 
my treatment and/or to release information needed to process insurance claims for such treatment. 
 

AUTHORIZATION TO ASSIGN BENEFITS 
I authorize payment of the medical benefits for services rendered to MID-ATLANTIC CARDIOTHORACIC 
SURGEONS, LTD. 
 

PAYMENT POLICY 
I understand that filing of my insurance by Mid-Atlantic Cardiothoracic Surgeons, Ltd. is done as a courtesy; and that I 
am financially responsible for any balance remaining.  In the event that my account is referred to a collection agency, I 
agree to pay all costs of collection including the agency’s fee of 33⅓% of the balance owed on referral. 
 
Signature of insured or authorized person ____________________________________ Date _________________ 
  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
IF YOU HAVE OTHER INSURANCE POLICIES, PLEASE PROVIDE INFORMATION ON THE REVERSE SIDE 
OF THIS FORM AND NOTE WHICH POLICY IS PRIMARY. 
 
IF YOU HAVE MEDICARE, DOES YOUR CARD STATE “MEDICAL INSURANCE”?    YES / NO 
 
Thank you very much. 

PLEASE LIST ALL INFORMATION BELOW OR ATTACH A COPY OF YOUR CARD(S) 
 

Name of Company ___________________________________________________________________ 
 
Street Address _______________________________________________________________________ 
 
City ______________________________________ State ____________  Zip ____________________ 
 
Subscriber _____________________________________________ Subscriber SS# ________________ 
 
Insured ID ________________________________   Policy # __________________________________ 
 
Group Name _________________________________________ Group # ________________________ 
 
Effective Date ______________________________ 







 
 
 
 
 

ACKNOWLEDGEMENT OF NOTICE 
OF PRIVACY PRACTICES 

 
Mid-Atlantic Cardiothoracic Surgeons, Ltd. must make a good faith effort to obtain an  

individual’s written acknowledgement that he/she has received the Notice of Privacy Practices. 
 
 

Acknowledging receipt of the Notice of Privacy Practices with your signature does not imply  
agreement or disagreement with this policy, just receipt of said policy. 

 
 
 
 

______________________________________  ________________________ 
Patient Signature     Date 

 
 

_______________________________________  ________________________  
  Please Print Name      Social Security # 




