Surgery Center of Weston, LLC
Authorization to Release Information and Assignment of Benefits

Consent to Treatment: I the undersigned hereby consent to and authorize all diagnostic and therapeutic treatment performed at the Surgery Center considered necessary or advisable in the judgment of the attending physician. Any tissue or parts removed may be preserved and examined or disposed of the Surgery Center in accordance with accustomed practice of the facility. I understand that my physician may order a blood test drawn from me for (including but not limited to) HIV (AIDS) and Hepatitis antibodies. I consent to withdrawal only if an employee or physician has had an accidental exposure my body fluids. I understand that I could obtain the results of these tests from my physician who can explain them. I authorize release of data necessary to process the testing and insurance claim and I understand there will be no costs to me for this test.

Photographs/Video Tapes: I give consent for any photographing or video taping deemed necessary by my surgeon. I understand these photographs and/or video tapes are the property of my surgeon.

Assignment of Benefits: I hereby assign all medical and/or surgical benefits, to include major medical benefits to which I am entitled, including Medicare, private and group insurance, or other health plan to the Surgery Center.

Release of Information: A photocopy of this agreement is to be considered as valid as an original and revocable by me in writing. I hereby authorize said assignees to release all information to secure payment.

Financial Responsibility: I accept ultimate financial responsibility for accounts with the Surgery Center whether paid by the insurance or not.

Signed _________________________________________
Date _____________________
