








Section IV—Secondary Insurance Information (if applicable)
Insurance Cards must be Presented at Each Visit for Verification

Name of Insurance Company Effective Date of Coverage

Address of Ins Company City State Zip
Name of Insured Insured’s Date of Birth

Insured’s Address City State Zip,
Insured’s Telephone # ( ) Insured’s Social Security#

Insured’s Relationship to Patient? Patient Spouse Child Other

Insured’s Employer Telephone # ( )

Employer’s Address City State Zip

Assignment of Insurance and Release & Assignment of Benefits

Please remember that insurance is considered a method of reimbursing the patient for fees paid directly to the provider
and is not a substitute for payment. Some companies will pay fixed allowances for certain procedures and other pay a
percentage of the charge. It is the patient’s ultimate responsibility to pay any deductible amount, co-insurance, or any
other balance not paid for by your insurance company. If we are filing your claim, we will allow (45) forty-five days
from the billing date for the carrier to process your claim and make payment accordingly. If payment from your
insurance company is not received within the time frame specified above, we will notify you to clear your account.
Insurance claim filing is only done as a courtesy to the patient and does not dismiss the patient’s responsibility for the
charges. I certify that I have read and understand fully the provider’s billing policy and agree to make payment in full
and/or satisfactory arrangements when asked to do so as specified above.

To the extent necessary to determine liability for payment and to obtain reimbursement, I authorize disclosure of
portions of the patient’s record. I hereby assign all medical and/or surgical benefits, to include major medical benefits to
which I am entitled, including Medicare, Private Insurance, Worker’s Compensation, and other health plans. This
assignment applies to all charges outstanding as of the date of signature and will remain in effect for all current and
future charges until revoked in writing. A photocopy of this assignment is to be considered as valid as the original. I
understand that I am financially responsible for all charges whether or not paid by the insurance carrier. I hereby
authorize said assignee to release all information necessary to secure payment. Should the account be referred to any
attorney for collection, the undersigned shall pay reasonable attorney’s fees and collection expense.

Patient Signature Date

Parent/Guardian Signature (if Minor) Date




Authorization- Compound

This authorization form permits:

The Columbia Medical Group, P.A.
4540 Trenholm Road Columbia, SC 29206
Phone: (803) 790-4700 Fax: (803) 790-6130

to use or disclose protected health information listed in the Description section below to
the Entity or Person listed in the Receiving Entity section for the following patient:

Name Birth Date
Address
City/State/ Zip
Receiving Entity: Please check the boxes Description of information to be given to
for those entities or persons you wish to checked Entity or Person.
get the described information about you.
Voice mail Home O  Appointment time
# O Results of lab test or x-rays
O Other
Voice mail Business O  Appointment time
# O Results of lab test or x-rays
O Other
Voice mail Cell phone O  Appointment time
# O Results of lab test or x-rays
O Other
Employer O  Appointment or absentee
information
School O Return to work or school
information
Spouse (Provide name) OO  Family billing information
OO0  Financial information
O Medical information- please list
Parent (Provide name) OO  Family billing information
O  Financial information
O Medical information- please list
Other (Provide name) 0  Financial information
O Medical information- please list
Relationship
Other (Provide name) 0  Financial information
O Medical information- please list
Relationship




Purpose

The purpose of this authorization is to meet the patient’s request for information
disclosures and uses.

Expiration date or event: This authorization shall be enforce until revoked by the
patient or

Verification method or code: This practice will verify the identity of any entity requesting
protected health information. Verification information may include:

Rights of the Patient

| understand that | have the right to refuse to sign this authorization and that my
treatment will not be conditioned on signing.

| understand that | have the right to revoke this authorization at any time by sending a
written notification to the address listed at the top of this form | understand that a
revocation is not effective in cases where the information has already been used or
disclosed but will be effective going forward.

I understand that information used or disclosed as a result of this authorization may be
subject to redisclosure by the recipient and may no longer be protected by federal or
state law.

Date
Signature of Patient or Personal Representative (as defined by HIPAA)

Description of Personal Representative’s Authority (attach necessary documentation)
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Office Use Only:

Receiving Employee Date received

O Copy given to patient



*Retain Original and Provide Patient with a Photocopy MR# / SSN:

AUTHORIZATION FOR THE USE AND DISCLOSURE OF
PROTECTED HEALTH INFORMATION

I Hereby Authorize The Columbia Medical Group, P.A. to Use or Disclose my Protected Health Information Described Below.
I understand that the information I authorize a person/facility to receive may be re-disclosed and no longer protected by the state and

federal regulations.

Patient Name:
First Middle Last

Address: Telephone Number:

Social Security Number; Date of Birth:

Name of Person/facility Authorized to RELEASE the information:
The Columbin Medicol Growp

Name of Person/Facility Authorized to RECEIVE the information:

Address: _4546 Toenholm Road Telephone Number: 903 790~ 4700

29204 Fax Number: %03- 290 ~ &t 30

City, State, and Zip Code: _Columbia  Souln Caveline

Purpose of Disclosure:

Dates of Treatment:

Information to be Used/Disclosed—Please check those that apply:

History and Physical . Discharge Summary Operative Report, Other (specify)
Progress Notes Laboratory Report Radiology Report Immunization Record
Entire Medical Record_v

Billing Summary, Consultation Report Pathology Report

I understand that in the event I was treated for drug or alcohol abuse, psychiatric condition, mm.municablc-.discascs including
HIV/AIDS this information will be included as part of my medical record to the above-named person/facility:

This office may not condition treatment, payment, ensollment or eligibility for benefits on signing this authorization.

This authorization is subject to cancellation/revocation at any time, by the patient ot legally qualified representative, provided that the

cancellation is made in writing except to the extent that: '
1. The facility has already acted on your request prior to receiving the request to cancel the authorization; or
2. If the authorization was given to release records to your insurance company in order to obtain insurance coverage.

This authorization will automatically expire in 90 days unless otherwise stated.

Expiration Date:

Signature of Patient or Legally Qualified Representative Date

Relationship of Legally Qualified Representative
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