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UNI FORM ASSI GNVENT AND RELEASE OF | NFORMVATI ON STATEMENTS

Nane: DOB:

| hereby authorize any Valley View Fanmily Practice Physician to review any nedi cal records prepared
by any other physician where services are rendered relating to ny care and treatnment. | hereby
further authorize release of information in relation to medical treatnent by any physician at
Valley View Family Practice and the appropriate facility, to governmental agencies, insurance
carriers, or others who are financially liable for ny hospitalization and nedical care or to the
facility where services are rendered, |aboratories or others, for the purpose of billing and
collecting fees for nedical services provided on ny behalf and to pernmit representatives thereof to
exam ne and nake copies of all records relating to such care and treatnent.

Dat e Signature of Patient or Authorized Representative

| hereby assign to the treating physicians of Valley View Family Practice sufficient nonies and/or
benefits to which I may be entitled from governmental agencies, insurance carriers, or to others
who are financially liable for nmy hospitalization and nedical care to cover the costs of the care
and treatnent rendered to nyself or nmy dependent in said facility or hospital.

Dat e Signature of Patient or Authorized Representative

ACKNOW EDGEMENT CF RECEI PT OF
H PAA NOTI CE OF PRI VACY PRACTI CES

| hereby acknow edge that | have been provided a copy of, or been offered the opportunity to
receive the Valley View Fam |y Practice Notice of Privacy Practices.

Dat e Signature of Patient or Authorized Representative

FOR PATI ENTS ENTI TLE TO MEDI CARE BENEFI TS LI FETI ME AUTHORI ZATI ON

| certify that the information given to ne in applying for paynent under Title XVIII for the Social
Security Act is correct. | authorize any Valley View Fanm |y Practice hol der of medical information
or other information about ne to the Social Security Admi nistration and Health Care Fi nancing

Adm nistration or its internmediaries or carriers any information needed for this on nmy behalf to

t he physician or organization furnishing the services provided to me. | authorize any hol der of
medi cal information about me to release to the MEDI GAP insurer any information needed to determn ne
these benefits or the benefits payable for related services. | request that paynent under the

medi cal insurance program be nmade either to me or to any physician for services provided to ne.

Dat e Medi care Beneficiary Signature



