Patient within six months of the date of this authorization. The Financial Counselor may have access to and copy any records or
information to which I would be entitled. I authorize and direct the County Department of Social Services to provide such information
to the Financial Counselor orally via telephone. I authorize and consent to referral to the County for benefits by use of any appropriate
referral form. 1 request that if my benefits are approved or denied, a copy of the approval or denial be atiached and returned with the
referral form. The doctrine of informed consent has been explained to me. I acknowledge that this consent is voluntary and that it may
be revoked by me at any time except to the extent that action has already been taken in reliance on it. Unless otherwise revoked, this
consent shall be valid for one vear from the date of authorization or until final determination of any benefits application as described
above, whichever is later,

[ have read the foregoing request and authorization in its entirety and agree to be bound by all terms and conditions herein. Witness
my (our) hand(s) and seal(s) below.

Patient {Seal) Responsible Party/ies (Sealy
Relation to Patient: _ Husband
Witness _ Parent/s
 Wife
_ Other (Specify)
Date Time

Policyholder (if other than patient)

AUTHORIZATIONS AND REFERRALS. To avoid decreased insurance benefits, you are advised to check with your primary care
physician or insurance company prior to services being rendered. If your insurance plan requires an authorization or referral, it is your
responsibility to ensure this has been completed. You may have to contact your primary care physician or your insurance company
directly to arrange for an authorization or referral.

DIAGNOSTIC TESTS. If the doctor sends you to have a diagnostic test {e.g., MRI, CT scan, etc.), you may receive a bill for the
actual test and a separate bill for the interpretation of the test. Please consult your insurance company for questions about your
deductible and co-payments.

IN-OFFICE X-RAYS. The X-ray machine in this office is owned and operated by Carolinas Medical Center. Charges for x-rays
are billed as “hospital outpatient services”. Your insurance may or may not have higher deductibles for services billed in this
manner. Please consult your insurance company if you have concerns about vour deductible. You will receive one bill from our
system billing office for your x-rays and a separate bill from Charlotte Radiology for x-ray interpretation.

MEDICAL EQUIPMENT AND SUPPLIES. Medical devices and supplies given out in our office may be supplied by a third party
vendor and are billed separately to you or your insurer by their office.

[] I have been provided access to CHSs Notice of Privacy Practices

Signature Diate
{Patient or Authorized Representative)

Relationship to Patient Reason Patient Unable/Unwilling to sign
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REQUEST FOR TREATMENT AND AUTHORIZATION FORM

REQUEST FOR TREATMENT. The Hospital maintains personnel and facilities io assist my physicians in providing me medical
care, and I authorize the Hospital personnel to perform on me the care ordered by my physicians. | understand that I have the right to
be informed by my physicians of the nature and purpose of any proposed operation or procedure and any available alternative methods
of treatment, together with an explanation of the risks associated with each of them. This form is not a substitute for such
explanations, which are the responsibility of my physicians to provide according to recognized standards of medical practice, and |
acknowledge that the Hospital and its personnel are not responsible for providing me this information. 1 choose to receive the services
even if my insurance plan may not cover or continue to cover specific services, including the specific services rendered during the

admission.

ASSIGNMENT OF INSURANCE BENEFITS. [/we hereby assign all my rights to The Charlotte Mecklenburg Hospital Authority
(“CHS”) under any policy of insurance, including but not limited to, major medical insurance, hospital benefits, sick benefits, mjury
benefits due to me because of lability of a third party, such as auto insurance or Workers Compensation insurance, and the proceeds
of all claims resulting from the liability of the third party payable by any person, employer or insurance company to or for the patient
up to the full amount of the hospital bill, and hereby authorize direct payment to Carolinas Medical Center and/or my attending
physicians of all benefits to which I am entitled. This assignment includes payment of hospital, surgical, and medical benefits to the
Charlotte Radiological Group, P.A.. Southeast Anesthesia Associates, P.A., Charlotte Pathology Group, P.A., Southeast Radiation
Oncology Group, P.A_, The Charlotte-Mecklenburg Health Services Foundation, Inc., and Piedmaont Emergency Medicine Associates
or any other professional groups contracted by CHS for professional services they may perform for me. In addition, Iwe further
warrant and represent that any insurance which I/we assign is valid insurance and in effect and that Iiwe have the right to make this
assignment. | understand that I am financially responsible to the Hospital, my physicians, and those entities named in this assignment
for amounts due that are not covered by this assignment. For example, | know that sometimes insurance companies will not pay for
services ordered by my physician and which I have authorized. | understand that these payment denials oceur for a variety of reasons.
My nsurance policy may not include the particular service as a benefit. In other cases, a service will not be covered by my insurance
company because it decides the service is not necessary, despite my physician’s decision to order the service, In any event, even if a
service is not covered by insurance, I agree to pay for all charges for all services rendered, including the specific services rendered
during this admission. [ further agree that in the event benefits paid under this assignment or any other amounts paid by me/us or in
my/our behalf exceed the amounts due the Hospital, my physicians, or those entities for services in connection with this
hospitalization, any such excess amount may be applied to any other indebtedness that I or my spouse or any child for whom [ am
financially responsible may have to the Hospital or any other facility or entity related to CHS, my physicians, or these other entities.

AUTHORIZATION FOR RELEASE OF MEDICAL INFORMATION. | authorize the Hospital and my physicians to furnish any
medical information relating to my hospitalization or treatment to my insurance company, governmental or charitable agencies and
their agents, my employer and professional review organizations with whom I may have insurance coverage or who may be assisting
in payment of my hospital and medical care. 1 also authorize the Hospital and my physicians to release any medical inforination o
any licensed physician or medical facility to which | may be referred to transferred for further medical care. In addition, I authorize
the Hospital and my physician to release any medical information necessary to prove the Hospital's damages in any legal proceeding
brought to enforce any unpaid balance on any of my accounts. This authorization will expire two (2} years from the date shown
below, and | understand that [ or y legal representative may revoke this authorization at any time, except to the exient that: {i) action
has already been taken, or {ii) in the event of my death, the release of medical information is necessary to verify any charges incurred
by me.
AUTHORIZATION TO RELEASE MEDICARE AND MEDICAID INFORMATION. | certify that the information provided by me
in applying for payment under Titles V, XVIII and/or XI1X of the Social Security Act is correct. [ understand that health care services
paid for under the Medicare, Medicaid and Maternal and Child Health programs are subject to review by professional organizations,
i denial of payment if my medical condition does not warrant continued hospital care. [ authorize those
letermining eligibility under these programs to provide to the Hospital any information relating to the
gibility. [ request payment of benefits under these programs be made to the Hospital and my physicians on my

&

which may recomm
agencies resp

behalf,

PAYM nd/or responsible party/ies) agree o pay all charges for
my insurance, regardless o : rance coverage is denied. 11 fail 1o pay all Hospital or my physicians
use an attorney to collect unpaid charges, I agree to pay the reasonable cost of the attorney’s services in addition to the unpaid charges.

PERSONAL PROPERTY. The Hospital will hold any money, valuables or other personal property in my sion until T am able
to return them home for safekeeping. I understand the Hospital is not responsible for money. valuables and other personal property
retained in my room and has no Hability {or their loss.

RELEASE OF INFORMATION. | authos
benefits application, including Medical Assi
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> the Financial Counsceling
tance, Aid to Families with Dependent Children, or Special Assistance, imitiated for the




