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  Premier Sleep Disorders Center

                     Sleep sound  (   Sleep safe  (  Sleep well


VICTORIA LOCATION
SHINER LOCATION

ROCKPORT LOCATION
111 N. Park


124 E. Wolters Street
1811-A Broadway

VICTORIA, TX 77901
SHINER, TX  77984
Rockport, TX 78382

(361)572-9654

(361)572-9654

(361)572-9654

|Authorization for Release of Information/Health Care Information

I authorize Premier Sleep Disorders Center and any physician involved in my care to release medical information and supporting documentation of same as compiled in my medical records including, without limitations, sleep history and sleep consultations, sleep lab reports, physician progress notes, technologists notes, during this outpatient visit to the organization which is or may be liable for payment of charges associated with my care for all other purposes of benefit of payment.  (
I acknowledge that date from my patient records will be accessible to all health care providers participating in my care or treatment, including, but not limited to physicians, sleep technologists, durable medical equipment companies, and other health care agencies involved in my care during and after my care at Premier Sleep Disorders Center.  (
I further acknowledge that my medical record will be utilized in the sleep labs performance improvement, quality assurance, peer review, and other similar processes of studies.  I also acknowledge that my medical records will also be made available to governmental agencies as required by law.  (
I authorize the release of my social security number in accordance with federal law and regulations to the manufacturer of any medical device I may receive.(
Assignment of Benefits:
I or my agent, herby authorize direct payment be made to Premier Sleep Disorders Center any insurance benefits payable to or in my behalf for the outpatient services rendered.  It is agreed that payment to Premier Sleep Disorders Center by a medical insurance company shall discharge the insurance company of any and all obligations under a policy to the extent of such payment.  I understand that I am financially responsible for charges not covered by this assignment and that all amounts are due upon request.  (
This assignment will remain in effect until revoked by me in writing. 

 I hereby authorize said assignee to release all information necessary to secure payment.  (
A photocopy of this assignment is to be considered as valid as an original.  (
Notice of Separate Billing:

I hereby acknowledge that I was informed that there are sleep study interpretation fees that may be billed separately from Premier Sleep Disorders Center for testing performed in the sleep center.

I hereby certify and state that I have read, and that I fully and completely understand this Authorization for Release of Information/Health Care Information and Assignment of Benefits, and that I have signed this Authorization for Release of Information and Assignment of Benefits, knowingly, freely, and voluntarily.

__________________________________   _____/_____/_____

Patient’s Signature






Date

_____________________ _______________  _____/_____/_____

Witness




Relationship

Date

If the patient is unable to sign, express consent, or is a minor, please complete the following:

_____  Patient’s condition is such that he/she is unable to sign.

Explain:________________________________________________________________________________________

______________________________________________________________________________________________

_____  Patient is a minor, _____ years of age.

______________________  ________________ _____/_____/_____

Signature of closet relative


Insured/Relationship
        Date

______________________  ________________ _____/_____/_____

Witness




Relationship

        Date

