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PATIENT AUTHORIZATION
I hereby authorize Anne Arundel Gastroenterology Associates and/or Maryland Center for Digestive Health, to apply for benefits on my behalf for covered services rendered.
I certify that the information I have reported with regard to my insurance coverage is correct. I also authorize the release of any necessary information, including medical infor-
mation if requested by the above named insurance company. I permit a copy of this authorization to be used in such instances.

REFERRALS
I understand that I am responsible for obtaining a valid insurance referral form from my primary care physician, if required by my insurance company.

PRE-CERTIFICATION
I understand that AAGA/MCDH will attempt to obtain a pre-certification as a courtesy to me. I understand that AAGA/MCDH is not obligated to obtain pre-certification for me
and it is my responsibility to obtain or to make sure that any required pre-certification has been obtained for me prior to my procedure. I agree to advise and confirm with
AAGA/MCDH that a pre-certification has been obtained for me. I understand that in the event pre-certification is not obtained by me, I will be responsible for any amounts not
paid, reduced or denied by my insurance company.

POLICY CONCERNING PAYMENT OF MEDICAL BILLS
I agree to promptly pay all charges when billed for medical services rendered. As a parent or legal guardian, I accept legal responsibility for all charges incurred by the
patient. I understand AAGA/MCDH will bill accordingly up to 60 days once patient responsibility is determined. If I have not addressed balance due,
I understand my account will be submitted for collection review.
Appointments not cancelled 24-48 hours prior are subject to a charge. AAGA/MCDH accepts cash, checks, credit card, debit cards and money order payments.
By signing below, I agree to pay the charges for services rendered by AAGA/MCDH which are not covered by the insurance company that I have indicated on this form or
advised AAGA/MCDH to bill for the services provided and/or for the services that I have agreed to pay personally without benefit of insurance (self-pay). In the event that I
do not pay for services rendered as herein agreed and it becomes necessary for AAGA/MCDH to seek collection of and payment for services provided, I agree to pay for all
legal, attorney and/or collection fees required to pursue the collection and payment for the services provided. Collection fees are 30% of the unpaid balances. Returned
check fees are $50.00.

POLICY CONCERNING MEDICAL RECORDS
I hereby authorize AAGA/MCDH to release my medical information as I have directed. Medical record copying may be subject to a copying charge. Records must be request-
ed at least two weeks in advance of desired receipt date. If there is a charge for copying my records, I understand that I will be billed based upon allowed charges under cur-
rent Maryland law for copying medical records. Patients or other parties authorized by the patient to request medical records for legal issues, insurance, disability (not work-
manʼs compensation), physician change or relocation from the area are subject to a copying charge. There will be no charge for copying records to a referral to another physi-
cian made by an AAGA/MCDH physician or workmanʼs compensation issues or any other situations covered by Maryland law.

PATIENT RIGHT TO PRIVACY/CONFIDENTIALITY (HIPAA)
Anne Arundel Gastroenterology Associates and/or Maryland Center for Digestive Health is committed to patient privacy and confidentiality. In our Patient Bill of Rights, we state
that our patients have a right to privacy and confidentiality. Therefore, you will be asked for your permission prior to the release of your medical records. Your medical infor-
mation will be kept confidential to the degree required under existing law and regulation. However, from time to time, we may need to contact you at home or work. If we need
to contact you, may we have your permission to leave a message with regard to your care, any lab results and appointment information, if you are unavailable or do not answer
the phone?

Leave a message at work __________Yes __________No (Please Initial); Leave a message at home __________Yes __________No (Please Initial)

AUTHORIZATION TO BILL
I authorize the release of any medical and demographics information necessary to process all claims. I authorize payment of medical benefits to AAGA and/or MCDH for all
services performed and billed by AAGA and/or MCDH. AAGA and/or MCDH will submit a claim for services rendered to my insurance company and they do so as a courtesy.
I understand that if I do not provide complete and accurate billing/insurance information at the time of service and this prevents AAGA and/or MCDH from collecting from my
insurance company, I will be responsible for the full charges. I understand that I will be held responsible for any balance that remains on the account after the insurance com-
pany has paid according to contract. I understand that if my account remains unpaid, it may be sent to collections and a collections cost of up to 35% of the unpaid balance
and attorney fees will be added to the account balance and become my responsibility.

____________________________________ ______________________
Signature Date

WAIVER FOR NON COVERED SERVICES
It is my understanding that my insurance company may deem my visit to AAGA and/or MCDH as a non-covered service making me responsible for payment of all charges for
these services.

____________________________________ ______________________
Signature Date

CONSENT TO TREAT
By initialing below, I specifically give my permission to Anne Arundel Gastroenterology Associates and/or Maryland Center for Digestive Health to provide medical care,
physical examination, medical decision making, order tests and prescribe medications for me that are medically necessary to diagnose and treat my medical condition.

I Consent to Treatment ____________________________________ ______________________
Signature Date

CONSENT FOR RELEASE OF INFORMATION FOR TREATMENT,
PAYMENT AND HEALTH CARE OPERATIONS

I, ________________________________________________________, hereby authorize (Consent) Anne Arundel Gastroenterology Associates (AAGA), and its affiliate,
Maryland Center for Digestive Health (MCDH) to use and/or disclose my health information, which specifically identifies me or which can reasonably be used to identify me, to carry
out my treatment, payment and health care operations. I understand that while this consent is voluntary, if I refuse to sign this consent, AAGA and/or MCDH will be unable to
treat me.

I Consent to Release ______________________________________ ______________________
Signature Date

ACKNOWLEDGEMENT OF RECEIPT OF NOTICE OF PRIVACY PRACTICES
I hereby acknowledge that I have been advised that I may request a copy of the Anne Arundel Gastroenterology Associates (AAGA), and its affiliate, Maryland Center for
Digestive Health (MCDH), Notice of Privacy Practices.

______________________ ______________________
Initial Date

AAGA/MCDH provides medical services
regardless of race, color, age, national
origin, sex, religion, handicap.


