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I acknowledge the opportunity to review SSC’s Notice of Privacy Practices.

AUTHORIZATION FOR TREATMENT: | hereby authorize such examinations, treatments, medications, and minor surgical procedures as may be

prescribed by the Surgical Specialists of Charlotte, P.A. physician in charge of my care. AUTHORIZATION TO RELEASE INFORMATION: | authorize the
physicians of Surgical Specialists of Charlotte, P.A. to release any information required in the course of my treatment for insurance purposes.
AUTHORIZATION OF PAYMENT POLICY: | understand that | am responsible for all medical expenses regardless of insurance coverage and whether or

not there is an accident with another party at fault. ASSIGNMENT OF BENEFITS: | authorize payment directly to Surgical Specialists of Charlotte, P.A. for
any surgical, medical or Medicare benefits payable to me for services rendered.
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