GENTER FOR Arnold J. Weil, MD
SPIN[ PH[][:EI]UHES Anthony R. Grasso, MD

Dear Patient,

The doctors at Non-Surgical Orthopaedics, P.C. will be performing your upcoming
spinal injection procedure. Your procedure will be performed in an ambulatory
surgical center (ASC), The Center for Spine Procedures, P.C. which is a separate
entity from Non-Surgical Orthopaedics, P.C.

The Center for Spine Procedures, P.C. meets the Federal definition of a Ophysician-
owned facility.O A list of physician owners is available upon request.

Non-Surgical Orthopaedics, P.C. will be billing your insurance company for the
professional component of your procedure. The doctorsO fee for performing your
procedure will be submitted to your insurance company separate from any facility
charges. You will need to pay your co-insurance and/or deductible specific to your
insurance policy at the time of service.

The Center for Spine Procedures, P.C. will have a separate facility charge for the
procedure performed in their center. The facility charges will be submitted to your
insurance company separate from the doctorsO fees.You will also need to pay any
facility co-insurance and/or deductible amounts at the time of service.

By signing below, you acknowledge that the doctorOs office and the ASC explained
above are two separate entities.

Patient Name

Patient Signature Date
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GENTER FO Arnold J. Weil, MD

SPIN[ PHUB[I]UH[S Anthony R. G.rasso: MD

/KH 'RFWRUYV DQG 6WDII RI 1RQ 6XUJLFDO 2UWKRSI
EHQWHUBSIRBWRFHGXUHY 3 & :DQW <RXHMROQRZ +R.
SURWHFW <RXU 3ULYDWH +HDOWK ,QIRUPD

"KHQ \RX YLVLW RXU &HQWHU LW LV YHU\ LPSRUWDQW WKDW \RX |
LQIRUPDWLRQ WKDW PD\ EH UHTXLUHG WR IXOO\ GLDJQRVH RU WU
SOHDVH EH DVVXUHG WKDW RXU &HQWHU KDV DOZD\V KDG VWULLI
WKH FRQILGHQWLDOLW\ RI WKH LQIRUPDWLRRZ MWD RROX $ISDYI® H

QHZ UHJXODWLRQV EHFDPH HIIHFWLYH XQGHU D IHGHUDO O
SRUWDELOLW\ DQG $FFRXQWDER®EL W\HIXWD WHERIPS " FRYHU SKI\VLFL
RWKHU KHDOWK FDUH SURYLGHUVY KHDOWK LQVXUDQFH FRPSDQL
,Q JHQHUDO +,3%$%$ ZDV HQDFWHG WR HVWDEOLVK QDWLRQDO VWD

*LYBDWLPARVHFR Q WVRIYRMDKHLU KHDOWK LQIRUPDWLRQ
X 6HBRXQGDBWHMH DQG UHOHDOMWKRUHFRUGYV

x (VWDEOLVK VDIHIJXDUGY WKDW SK\VLFLDQV KHDOWK SODQV
PXVW KRQYSODFH WARKBHBURWHRHWOWK LQIRUPDWLRQ

X +ROG YLRODWRUV DFFRKQMPISSHII GDMUBKVFLY L O

x 7U\ WR EDODQFH QHHG IRU LQGLYLGXDO SULYDF\ ZLWK UHTXL
WKDW UBTXEORWY XU H W WK ESQ IRFV KIH VO W K

x

7KH +,3%$% UXOHV UHTXLUH WKDW RXU &HQWHU SURYLGH DOO RI R
ZLWK WKH DWWDFKHG 1RWLFH RIH3URWLAH 3GBVWWUWEHEHNY KR

PHGLFDO LQIRUPDWLRQ ZH UHFHLYH IURP \RX PD\ EH XVHG RU

\RXU ULJKWYV UHODWHG WR \RXU DFFHVV WR WKLV LQIRUPDWLRQ

3OHDVH VLJQ EHORZ WKDW ZH KDYH SURYLGHG \RX ZLWK D FRS\ RI
<RX DUHWLWOHG WHRBR SRR OQOEWLRMR UHDVQE ZNHRHS\RX UHFRUGV

7TKDQN \RX IRU \RXU FRRSHUDWLRQ

$FNQRZOHGJHPHQW RI UHFHLSW RI 1RQ 6XUJLFDO 2UWKRSDHGLF
RlI 3ULYIWB\FWLFHV

SDWLHQW_1DPH

3OHDVH 3ULQW

6LJQDWXIDHVLRIGMUVRRIDSUHVHQWDWLYH
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THE CENTER FOR SPINE PROCEDURES, P.C.
PATIENT RIGHTS

1. Patient Rights

a. Patient has the right to choose another facility for his/her procedure. The patient will be provided a copy of the Patient Rights
and Responsibilities prior to the date of the procedure. The provision of this form is delegated to the Medical Practice which
shall provide a copy of the signed and dated form to the Center prior to the procedure.

b. Some or all of the health care professionals performing services in this Center are independent contractors and are not
Center agents or employees. Independent contractors are responsible for their own actions and the Center shall not be liable
for the acts or omissions of any such independent contractor

c. The privacy of all patients shall be respected at all times. Patients shall be treated with respect, consideration and dignity.

d. Patients shall receive assistance in a prompt, courteous, and responsible manner.

e. Patient disclosures medical records are considered confidential. Except as otherwise required by law, patient records and/or
portions of records will not be released to outside entities or individuals without patients’ and/or designated representatives’
express written approval. Patients are given the opportunity to approve or refuse the release of their medical records.

f.  Patients have the right to know the identity and status of individuals providing services to them.

g. Patients have the right to change providers if they so choose. Patients are informed of the credentials of all staff who will be
providing care during the patients’ stay.

h. Patients, or a legal authorized representative, have the right to thorough, current and understandable information regarding
their diagnosis, treatment options and prognosis, if known, and follow-up care. All patients will sign an informed consent form
after all information has been provided and their questions answered.

° When it is medically inadvisable to give such information to the patient, the information is provided to a
person designated by the patient or to a legally authorized person.

i. Unless participation is medically contraindicated, patients have the right to participate in all decisions involving
their healthcare.

j- Patients have the right to refuse treatment and to be advised of the alternatives and consequences of their
decisions. Patients are encouraged to discuss their objectives with their provider.

k. Patients have the right to refuse participation in experimental treatment and procedures. Should any experimental
treatment or procedure be considered, it shall be fully explained to the patient prior to commencement.

I.  Patients have the right to make suggestions or express complaints about the care they have received and to submit such
to the Practice Manager who will complete an “Incident Notification” and bring the issue to the attention of the Medical
Director in a timely manner so the grievance may be addressed.

m. Patients have the right to be provided with information regarding emergency and after-hours care.

n. Patients have the right to obtain a second opinion regarding the recommended procedure. Responsibility for the expense
of the second opinion rests solely with the patient.

o. Patients have the right to a safe and pleasant environment during their stay.

p. Patients have the right to have visitors at the Center as long as visitation does not encumber Center operations and the
rights of other patients are not infringed.

g. Patients have the right to have procedures performed in the most painless way possible.

r. Patients have the right to an interpreter if required.

s. Patients have the right to be provided informed consent forms as required by the laws of the U.S.

t. Patients have the right to truthful marketing and/or advertising regarding the competence and capabilities of the Center
and its staff.

u. Patients have the right to have copies of their “Advance Directives/Living Wills” in their medical records and to have
Center staff honor these wishes to the extent feasible. Patients will be informed of the Center’s Advance Directive/Living
Will policy and procedure and given a copy for their records. The Center will maintain, in the patient’'s Center medical
record, a signed copy, indicating the patient’s acknowledgment of Center policy. A signed copy of the “Patient Rights &
Responsibilities” will also be maintained in the record.

v. Patients will be provided, upon request, all available information regarding services available at the Center, as well
as information about estimated fees and options for payment.

w. [f applicable, patients will be informed of the absence of malpractice insurance coverage.

x. Patients have the right to approve the release of their medical records to other care providers, legal representatives and
other persons authorized by the patient.

y. Patient has the right to exercise his/her rights without being subject to discrimination or reprisal.

z. Patient has the right to be free from all forms of abuse or harassment.

Patient Name: Date:

Patient Signature:
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THE CENTER FOR SPINE PROCEDURES, P.C.
PATIENT RESPONSIBILITIES

2. Patient Responsibilities

a.

Patients are expected to provide complete and accurate medical histories, to the best of their ability, including
providing information on all current medications, over-the counter products and dietary supplements and any
allergies or sensitivities.

Patients are responsible for keeping all scheduled pre- and post-procedure appointments and complying with
treatment plans to help ensure appropriate care.

Patients are responsible for reviewing and understanding the information provided by their Surgeon or nurse.
Patients are responsible for understanding their insurance coverage and the procedures required for obtaining
coverage.

Patients are responsible for providing insurance information at the time of their visit and for notifying the
receptionist of any changes in information regarding their insurance or medical information.

Patients are responsible for paying all charges for co-payments, co-insurance and deductibles or for non-
covered services at the time of the visit unless other arrangements have been made in advance with the
Financial Coordinator.

Patients are responsible for treating Physicians, Staff and other patients in a courteous and respectful manner.
Patients are responsible for asking questions about their medical care and to seek clarification from their
Surgeon of the services to be provided until they fully understand the care they are to receive.

Patients are responsible for following the advice of their provider and to consider the alternatives and/or likely
consequences if they refuse to comply.

Patients are responsible for expressing their opinions, concerns or complaints in a constructive manner to the
appropriate personnel at the Center.

Patients are responsible for notifying their health care providers of patient’s Advance Directives, Living Wills,
Medical Power of Attorney or any other directives that could affect their care. In the event of an emergency, the
patient will be transferred to the appropriate facility. The facility will be notified of the existence of the Advance
Directive, if applicable, and will be provided with a copy.

Patients are responsible for having a responsible adult transport them from the Center and remain with the
patient for twenty-four (24) hours, if required by the Surgeon.

The patient will be provided a copy of the Patient Rights and Responsibilities prior to the date of the procedure.
The provision of this form is delegated to the Medical Practice which shall provide a copy of the signed and
dated form to the Center prior to the procedure.

Questions or Concerns?

You and your family should feel you can always voice your concerns. If you share a concern or complaint, your care will not
be affected in any way. The first step is to discuss your concerns with your doctor, nurse, or other caregiver. If you have
concerns that are not resolved, please contact the Center Administrator at 770-421-1420.

If preferred, the patient/caregiver may contact the Section Head of the Acute Care Section of the
Healthcare Facility Regulation Division of the Georgia Department of Community Health at 404-657-
5728 or at (800) 878-6442, or at 2 Peachtree Street NW, 31-447, Atlanta, Georgia, 30303;

They may also contact their Ombudsman at www.cms.hhs.gov/center/ombudsman.asp; or

They may also contact The Accreditation Association for Ambulatory Healthcare (AAAHC) at P:
847.853.6060 F: 847.853.9028 E: info@aaahc.org.

Disclosure of Ownership Interest

The Center operates as an office based surgery center. This facility is owned by Dr. Arnold Weil and Dr. Anthony Grasso who have
become owners due to their commitment to provide quality health care and services to patients at a more affordable cost. You have
the right to choose where to receive services, including the following reasonable alternative sources of services for these physicians

are:

Reasonable alternative locations of services for the procedure are:

e Kennestone Medical Center

Patient Name:

Patient Signature:

Date:
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GENTER FOR

Arnold J. Weil, MD
SPIN[ PH[IG[I]UHES Anthony R. Grasso, MD

7KH &HQWHU IRU 6SLQH 3 YIRFBHIGHKLDHY 3B\@HQW 3ROL

"HOFRMWHR 7KH &RQWISILRFHGXUHV | B RLDEMM BWVWR PP HUEQDOUDQFH
SODQV L H 33DMWG RREKMYLGHU QH W ZIRSISNUH FELABHRDPISMD KRAL W \
LQVXUBDR¥HUBRIEDV PSRYVWI.E GEWD L Ql FS\DH P N @RMAKKRDMNNMVDK B O O
FRRSHUDWKRIQVR HQW H [ 8 HIUWQH\2 U W K RFEIDUHHS L@R'W U DI ZHL O O \RHKDIS
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.1 \RX DU R@DDFIEBHODQ LQ ZKLFK ZH S DR UBIHYS\R B VRVEKEBHD \ L Q J
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IHH DQG S U R FIRP\SLIRRQGHION

I \RX QERQ MDQDJFHIBBMDQ LQ ZKLFK ZH S DRIXDUBHS/BW B VIVKMH IR U
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W KAHR U UHOPWX U DQIRRHUPDW LR Q
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GENTER FOR Arnold J. Weil, MD
SPIN[ PHUG[DUH[S Anthony R. Grasso, MD

CENTER FOR SPINE PROCEDURES, P.C.
ACKNOWLEDGEMENT FORM ADVANCE DIRECTIVES

1. The Center, through the Medical Practice, shall provide all adult patients with written
information concerning the individual's rights under state law to make decisions concerning
medical care, including the right to accept or refuse medical or surgical treatment and the right
to formulate advance directives.

2. The patient (or surrogate decision-maker) shall sign an "Acknowledgment Form" indicating
they have received such information. A signed copy of this form will be maintained in the
patientOs medical record.

3. The Center will maintain information about Advance Directives and copies of GeorgiaOs
ODurable Power of Attorney for Health Car® and OLiving WillO.
4, If, at admission, a patientOs medical record does on contain any of the forms mentioned above,

the admitting nurse will ask the patient or a family member, if necessary, whether the patient
has executed an advance directive document. If patient has not done so, information will be
provided to the patient and a notation will be made in the medical record. If the patient has an
advance directive, this will be documented. A copy will be placed in the patient's medical
record if possible.

5. In the event a patient is already incapable of making medical decisions or incapable of
communication at the time of admission, appropriate decisions shall continue to be made in
the best interests of the patient through the conjoint efforts of the attending physician, the
patient's surrogate decision-maker or immediate family, and the care team.

6. It is understood that if an adult patient has not executed or issued a directive, this does not
create a presumption that the patient does not want a treatment decision to be made to
withhold or withdraw life-sustaining procedures.

7. Although information will be provided to patients concerning advance directives and health
care decisions, it shall not be constructed as either medical or legal advice. Such consultation,
if needed or desired, should be sought from a qualified physician or attorney.

8. Center staff who provide direct care or are involved directly with financial matters are not
permitted to act as witnesses to advance directives completed by patients at the Center.

9. The Center will provide education for its staff members on issues relating to advance
directives.

10. The content of an advance directive shall be transcribed as a physician's order and the chart
appropriately flagged.

11. This policy is presented to every patient either at the time of scheduling or upon admission to
the Center. A signed copy of this form acts as the "Acknowledgment Form".

Patient Name:

Patient Signature: Date:

Witness Name:

Witness Signature: Date:
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CENTER FOR .
SPIN[ PH“B[DURES Anthony R. Grasso, MD

Arnold J. Weil, MD

AUTHORIZATION & INFORMED CONSENT FOR OUTPATIENT

PROCEDURE
DO NOT SIGN THIS FORM UNTIL YOU HAVE READ IT AND FULLY UNDERSTAND ITS CONTENTS

NAME: DATE: AGE: (®mxale O Female
PHYSICIAN: (D Arnold J. Weil, M.D. Anthony R. Grasso, M.D.
PROCEDURE: Cervical ESI Sympathetic Nerve Injection
Thoracic ESI RFL (Cervical / Lumbar)
Lumbar ESI & SNRB Discogram
Caudal ESI Disc Decompression
Facet Injection (Cervical / Lumbar) IDET
Sl Injection / Prolotherapy Spinal Cord Stim Implant

PATIENT HISTORY :

Yes No Ye
Heart Attack/Irregular Heartbeat/MVP Diabetes/Thyroid Disease
High Blood Pressure/Stroke Current Infection or Fevers

O_0__
o o

Previous Heart Surgery: (year) O _0O Seizures
o o

»
Z

(0]

Paralysis/Muscular Weakness Phlebltls/Lung Blood Clots
Circulation Problems: Bleeding/Clotting Problems
Allergies: O O Are you Pregnant?

Other Problems:

Are you required to take antibiotics prior to dental treatments?
Are you on Aspirin or other blood thinners?
Are you on Glucophage / Metformin?

ClepeeEIe
leleee’eleelele

I acknowledge and understand that the following procedure or treatment has been explained to me (sometimes
referred to as the patient) in laymanOs terms and | understand that it is to be performed as an outpatient
procedure.

1) The patientOs diagnosis i§f) Cervical Herniated Disc Sympathetic Medicated Pain
Lumbar Herniated Disc Neuropathic Pain
Thoracic Herniate®isc Sl Joint Arthropathy @Facet Arthropathy

2) The procedure is an injection or treatment to the affected or injured area of the body.
3) The purpose of the procedure is to decrease pain, repair the injury, and promote healing.

4) MATERIAL RISKS OF THIS PROCEDURE OR TREATMENT. The material risks associated with this
procedure or treatment include but are not limited to the follovgioigeness, allergic reaction, infection,
numbness, tingling, paralysis or partial paralysis, loss of partial loss of function of any limb or
organ, severe loss of blood, pneumothorax, disfiguring scar and/or depigmentation, cardiac arrest,
brain damage, mental status changes, disorientation, sensory disturbance, insomnia, mood swings,
euphoria, depression, facial warmth or flushing, fluid retention, hypertension, hypotension,
hyperglycemia, headaches, gastritis, menstrual irregularities, nausea, rash, fever, dizziness, dural
puncture resulting in headaches, cerebral spinal fluid leak, fistula, abscess or hematoma formation,
steroid induced bone damage (avascular necrosis), skin necrosis, unknown developmental/birth
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5)

6)

7)

8)

9)

10)

11)

12)

13)

14)

defects for pregnant females, seizure, paraplegia or quadriplegia; temporary worsening of pain;
change in pain, nerve damage; and even death.

Available alternatives to this procedure or treatment include: physical therapy, conservative care, or
surgery.

The likelihood of success of the above procedsire i
Z good { fair { poor

If I choose not to have the procedure, | have been informed that my prognosis (my future medical
condition) is:
{ good z fair { poor

| understand that the physician, medical personnel and other assistants will rely on statements by the
patient, the patientOs medical history, symptoms, and other information in determining whether to perform
the procedure or the course of treatment for the patientOs condition and in recommending the procedure or
treatment which has been explained.

| understand that the practice of medicine is not an exact science and that no guarastegarares
have been made to me concerning the results of this procedure or treatment.

| understand that during the course of the procedure or treatment described above it may be necessary or
appropriate to perform additional procedures or treatments that are unforeseen or not known to be needed
at the time this consent was given. It may also be necessary or appropriate to have diagnostic studies,
teds, anesthesia, x-ray examinations and other procedures performed in the course of my treatment. |
consento and authorize the persons described herein to perform such additional procedures and
treatments, as they deem necessary or appropriate.

Depending on the patientOs diagnosis and the procedure or treatment to be performed, it may be necessary
or appropriate for tissues and specimens to be removed from the patientOs body. | consent to the removal,
testing, retention for scientific or teaching purpose, and disposal of such tissues and specimens within the
discreion of the physician, facility or other healthcare provider.

| consent to the taking of photographs or the use of video recording equipment during the procedure for
the purpose of medical education.

By signing this form, | acknowledge that | have read or had this form read and/or explained to me
and that | fully understand its contents. Additionally, | have read the office injection procedure
manual. | also have been given ample opportunity to ask questions and that the questions have been
answered to my satisfaction. All blank areas or statements that | did not approve were stricken
before | signed this form.

| understand that if | Ono showO for the procedure without calling the office by 5:00 pm on the evening
before the procedure, | will be assessed a fee of One Hundred ($100) Dollars. This fee will be assessed
unless a specific message informing us of your intention to cancel or reschedule the procedure is left on
our schedulerOs voice mail at 770-420-4654.

Your signature below represents your understanding and agreeamtehistfee will be considered your
personal responsibility, and will not be submitted to your insurance company.

3DJHRI



15) For women only: | represent to my physician that I am not pregnant nor am | breast feeding at this time,
and understand that there are risks of sedation or of the procedure to an unborn child.

I herebyvoluntary request and consent to the performance of the procedure(s) or treatment(s) described or
refered to herein by Dr. Weil or Dr. Grasso or any other physicians or other medical personnel who may be
involved in the course of my treatment.

PatientOs Printed Name

Signature of Person Giving Consent Date Time
(and relationship to the patient if person giving consent is not the patient)

If the person giving consent is not the patient, state the reason why the patient is unable to consent:

WitnessO Printed Name

WitnessO Signature Date Time

*Consent valid for 30 days from date of signature.
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GENTER FOR Arnold J. Weil, MD
SPINE PH[]B[I]UH[S Anthony R. Grasso, MD

GUIDE FOR PATIENT PROCEDURES

You have been scheduled for a rmurgical injection procedure. Your physician has informed you of the type of procedure
you are scheduled to have.

INSTRUCTIONS PRIOR TO APPOINTMENT

X The entire process, from chetkto discharge, takes approximately thours. Please be at the surgical center 45
60 minutes hour prior to the scheduled procedure time (as instructed).

X A light snack can be taken up to two (2) hours before thedstda procedure time.

X Medications, including pain pills, and especially heart/blood pressure/diabetic medications should be taken
the morning of the procedure.

X DO NOT take any ASPIRIN, blood thinners or NSAIDS (including prescription antrinflammatories) for
three (3) days prior to the procedure. Examples: Motrin, Ibuprofen, Aleve, Naproxen, Lodine, Mobic and
Indocin Do NOT Take Any of These three (3) days prior to procedure.

X If you are taking Coumadin, Warfarin, Heparin or Plavix , check with your prescribing physician five (5)
days prior to procedure. If your prescribing physician orders an INR, bring the report to procedure
appointment.

X If having Valium prior to procedure, it will be necessary to have another adult driver present at the procedure
appointnent to drive you home.

X If you have Mitral Valve Prolapse or normally take antibioigsr to procedures, please notify your physician.

THE PROCEDURE ITSELF:

The performance of this procedure causes very little significant discomfort to patientd/. #ill be started prior to the
procedure. The area to be injected is cleansed with antiseptic solution and draped in a sterile fashion. Anesthesia is
obtained by injecting a small amount of local anesthetic into the skin and underlying tissues. There should be minimal
discomfort felt by the patient during the injection. Should any pain be felt, more local sinesthil be administered.

After the injection, patients will be monitored for 15 to 30 minutes, and then allowed to go home. Occapmtreiiy,

may experience some numbness after the procedure. This distmeand should be gone by the end of the day.

AT HOME, AFTER THE INJECTION:

PAIN MEDICATION: For minor discomfort, noprescription pain relievers may be used as directed on the product labels.
Medication prescribed by your physician may be taken as directed for discomfort not relieveeplogsuoiption

medication.

ACTIVITY/DIET: You may be up and around as tolerated by your level of comfort; however, plan to take it easy for t
remainder of the day. Intermittent use of an ice pack is accepfablaot use heat for 2ours after the procedure
You may eat and drink fluids as you desire and we suggest you increase your fluid intake after the procedure.

RARE POST-PROCEDURAL SYMPTOMS:

You should be alert to report any signs of infection including, but not limited to: redness and or/warmth at the needle
puncture site, increased pain other than expected from the procedure, swelling, drainage, chills, night sweats, and fever
above 101 degrees F. Should you develop a headache, stay quiet with your head and body flat, drink plenty of fluids and
take a pain reliever. If your headache persists beyond 12 hours or is noticeably increased by standing upright, it may be an
indication d a spinal fluid leak and our office should be notified even after normal business hours. Usually in this event,

the symptoms are sdifniting and resolve in time without additional

Printed Patient Name Patient Signature

Date:
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, SPINE PROCEDURES

NAME: DOB:

List ALL Allergies & Reactions(Food, Drugs, Latex, Environmental):

Are you pregnant?[ ]Yes[ |No Date of last period: Current Infection? [ [Yes [ No
Current Medications Strength Times/Day Date & Time last dose
Patient Signature: Date:
Reviewed by (RN or MD only): Date:
[ No New Medications Prescribed DNew Medications Prescribed (List Below):
New Medications Dose Frequency
Patient Signature Discharging RN Signature Date
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NON-SURGIGAL | Arnold J. Weil, MD
UHTHUPHEBIGS Anthony R. Grasso, MD
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Name:

Procedure :

Date of Procedure:

Estimated Fee:

All procedures will be pre-authorized per individual insurance criteria. |
understand that the above procedure may be considered as non-covered or not
medically necessary by my insurance carrier. | am requesting the procedure be
performed and | will accept responsibility for full payment of these services, if not
covered by insurance.

Signature: Date:
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SPIN[ PH"B[“"H[S Anthony R. Grasso, MD

Arnold J. Weil, MD
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Name:

Procedure :

Date of Procedure:

Estimated Fee:

All procedures will be pre-authorized per individual insurance criteria. |
understand that the above procedure may be considered as non-covered or not
medically necessary by my insurance carrier. | am requesting the procedure be
performed and | will accept responsibility for full payment of these services, if not
covered by insurance.

Signature: Date:
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