SURGICAL ASSOCIATES OF WESTERN NY, P.C.
Patient Acknowledgement & Authorization Form

Patient Name: ________________________________________________________​​​​​​​​​​​​​​​​​​​​​​​​_

This Form serves to document patient understanding and approval related to the following seven (7) issues:

1. Receipt Acknowledgement for Notice of Privacy Practices and Practice Participation in Catholic Medical Partners ACO
I was provided a paper copy of the Notice of Privacy Practices (hereinafter “NPP”) and the Notice to Patients regarding Participation in Catholic Medical Partners Accountable Care Organization (hereinafter “ACO”), for Surgical Associates of Western NY, PC (hereinafter “Surgical Associates”).  I understand the NPP and ACO documents provide a description of possible uses and disclosures of my health information.  If at any time now or in the future I disagree with any portion of the NPP and/or ACO documents, or wish to restrict or revoke the use or disclosure of my Protected Health Information, I will provide notice of such disagreements, restrictions, or revocations according to the processes outlined in the NPP and the ACO documents.  Barring such notice, my full consent according to the documents shall be assumed.    

2.  Authorization to Release Information 

I authorize Surgical Associates to release any clinical, demographic, billing, and/or claim-related information as required by law or for purposes of claims administration, provision of healthcare services, business operations, and/or compliance with carrier rules to the following applicable parties:  Any and all health care providers who Surgical Associates reasonably believes is participating in my healthcare;  Third party health insurance carriers or benefit administrators;  U.S. Social Security Administration, or its Carriers;  U.S. Centers for Medicare & Medicaid Services, or its Carriers;  Workers Compensation Board, Compensation Insurance Carrier(s), my Employer; any No-Fault or Disability Insurance Carrier(s).

3.  Assignment of Benefits

I authorize payment of medical and surgical benefits by third party carriers to be made directly to Surgical Associates.  [If covered under Medicare medical insurance program(s):  I certify that the information given by me in applying for benefits under Title XVIII of the Social Security Act is correct and request payment for authorized benefits be made on my behalf by Medicare and/or its authorized Carriers directly to Surgical Associates.   

4.  Financial Responsibility for Rejected Claims, Non-Covered Services, Account Balances, and Pre-Service Deposits
I was provided a copy of Surgical Associates Patient Account & Pre-Service Deposit Policy, and I agree to the terms therein.  If a third party payor denies/rejects claims for services rendered, said services are determined to be non-covered benefits, I have an unmet deductible or co-payment or, I am otherwise uninsured, I understand that I am personally responsible for immediate payment in full for services rendered by Surgical Associates.  I agree there are circumstances, as outlined in Patient Account & Pre-Service Deposit Policy, where a Pre-Service Deposit will be required of me prior to services being rendered and/or scheduled.  I further agree that Surgical Associates may charge additional reasonable legal and collections fees, and additional interest (1.5% per month) associated with obtaining payment from me on delinquent account balances.  

5.  Responsibility to Comply with Rules & Procedures of My Health Benefits Carrier or Insurance Company 

I will comply with all rules and procedures required of me by my health benefits carrier including, but not limited to:  Providing valid and verifiable government-issued photo identification and insurance information prior to obtaining services from Surgical Associates;  Obtaining all required Referrals or Authorizations prior to obtaining services from Surgical Associates;  Providing full payment at time of service for any co-payment, co-insurance, pre-service deposit, and/or deductible required from me.  Non-compliance may cause my care to be re-scheduled, delayed, or terminated.   

6.  Miscellaneous Fees Not Covered By Health Insurance  
I agree to promptly pay the following applicable charges that are not covered by my insurance:

    Missed Appointment Fee (without providing us 24 hours advance notice)

$30
    Returned Check Fee






$40

    Form Fee {for processing any forms requiring provider signature}
       

$10 each
    Records Copying or Retrieval for Patient or Attorney Office


$.75/page + postage (if applicable).
7.  Other Important Policies of Surgical Associates
I understand and agree to the following additional policies:  Surgical Associates only accepts and processes prescription refill requests during normal business hours;  Surgical Associates staff may not assist in lifting/transferring/transporting patients under any circumstances.  Should I require such assistance, I will timely arrange and provide for such services independently;  If Surgical Associates, in the opinion of its clinical staff, is unable to accommodate my physical needs/limitations, I may be required to be seen at, or transferred to, a hospital for the provision of my health care services;  Surgical Associates occasionally offers limited-time, free screening services, and arising from such, I may be referred for additional billable services or diagnostic testing.  I am not required to obtain such services from Surgical Associates or its subsidiaries/affiliates, and a list of other area providers of such services is available to me upon request.
I UNDERSTAND, AUTHORIZE, AND AGREE TO THE ABOVE:

X _________________________________________________    ________________

Patient Signature (or Guardian/Representative*) 
        

Date
   
*Required if patient is a minor or an adult who is unable to acknowledge receipt.


__________________________________________________________  {Relationship of Guardian/Representative to Patient}
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