MAIN LINE ORTHOPAEDICS, PC or

CENTER FOR INTERVENTIONAL PAIN SPINE, LLC

ASSIGNMENT AND RELEASE OF INFORMATION

PATIENT NAME (PLEASE PRINT)_____________________________

ASSIGNMENT AND RELEASE:  I hereby authorize my insurance benefits to be paid directly to Main line Orthopaedics, P.C.  or Center for Interventional Pain Spine, LLC.  I also authorize Main Line Orthopaedics, P.C. or Center Interventional Pain Spine, LLC to release any information required to process my claim.

I further understand that I am financially responsible for any balances not covered by my insurance carrier.

If this is a Workers Compensation Claim I also authorize Main Line Orthopaedics, P.C.  or Center for Interventional Pain Spine, LLC to supply any and all information pertaining to my compensation claim to both the insurance carrier as well as my employer.

SIGNATURE:_____________________________DATE:_____________

RELEASE OF X-RAYS

All original x-rays taken in this office are the property of Main Line Orthopaedics, P.C. or Center for Interventional Pain Spine, LLC.  Copies will be made upon request.  

A 24 HOUR NOTICE IS REQUIRED

