Consent to Treat:
I give permission to the physician and whomever he may designate as his assistant(s) / associate(s) to administer such treatment as
deemed necessary, and to perform any medical care or procedures as are considered therapeutically necessary based on the findings
during examination or treatment.

Authorization to Release Information:
I authorize Steven Peskind, M.D. and Associates, P.A. to release any medical information pertaining to the examination, treatment,
history, prescription or medication and medical expenses of the above patient to any physician, hospital, clinic, insurance company
and all other agencies deemed necessary in order to process insurance claims. This authorization also includes the release of any
pertinent medical information to any specialist or other medical facility the physician may refer the patient to for medical treatment or
evaluation.

Assignment of Benefits:
I authorize payment of medical benefits to Steven Peskind, M.D. and Associates, P.A., for services rendered. I understand that I am
financially responsible for any copays or deductibles required by my insurance company. I also understand that I am responsible for
charges that are not covered by my insurance company.

MEDICARE Limited Coverage/Waiver of Liability (Medicare patient ONLY)
Please be advised that Medicare will only pay for services that it determines to be “reasonable and necessary” under Section 1862 (a)1
of the Medicare Law. If Medicare determines that a particular service, although it would otherwise be covered, is “not reasonable and
necessary” under Medicare program standards, Medicare will deny payment for that service.
Beneficiary Agreement:
I have been notified by my physician/supplier that he or she believes that, in my case, Medicare is likely to deny payment for some
services for the reasons stated. If Medicare denies payment, I agree to be personally and fully responsible for payment.

Patient Record of Disclosures
The HIPAA privacy rule gives individuals the right to request a restriction on the uses and disclosures of their health information
(PHI). The individual is also provided the right to request confidential communications of PHI be made by alternative means, such as
sending correspondence to the individual’s office instead. I understand that I may be contacted by any phone number that I have listed
on this form.

Financial Policy:
As a courtesy to our patients, we will file insurance claims to the insurance carriers with which we participate. Any deductible or
copays your insurance company requires you to pay is due at the time of service.
I understand that I am financially responsible for any copays or deductibles requires by my insurance company. I also understand that
I am responsible for charges that are not covered by my insurance company. If I am covered by a Managed Care Plan that requires a
referral from my Primary Care Physician (PCP), I understand that it is my responsibility to obtain the necessary referral before my
appointment. If I choose to be seen by the physician, without the appropriate referral, I understand that I will be responsible for 100%
of the charges incurred.

Notice to Patients of Financial Interests:
You are informed by this Notice that Dr. Peskind holds a financial interest in Texas Health Center for Diagnostics & Surgery and
Cook Children Pediatric Surgery Center. You have the option, at your discretion, to use an alternate health care facility.
By my signature I agree to comply with the Financial Policy, Consent to Treat Policy, Authorization to Release Information,
Assignment of Benefits, Patient Record of Disclosures, and Notice to Patients of Financial Interests.
There will be a charge of $25.00 for NSF checks.

Insured or Authorized Person’s Signature _______________________________________Date_________________
PLEASE PRINT, SIGN AND DATE AND BRING WITH YOU TO YOUR APPOINTMENT

