Arshad Mustafa, M.D.
Arthritis and Rheumatology Specialists, P.A.

2351 S FM 51, Suite 100
Decatur, Texas 76234
940-626-8073

AUTHORIZATIONS, CONSENTS AND AGREEMENTS
CONSENT TO TREATMENT:
I, the undersigned, as the patient or on behalf of the patient, do hereby consent to and authorize all diagnostic and therapeutic treatments considered necessary or advised in judgments of the treating physician.  I am free to ask questions about such treatment and testing.  I understand that no guarantee or assurance has been made as to the result that may be obtained.
FINANCIAL AGREEMENT:

I hereby guarantee payment of services rendered.  I understand that should any portion of the bill unpaid it may result in collection activity.  I further understand that I will be responsible for court costs, attorney fees and agency fees which may be incurred.
ASSIGNMENT OF BENEFITS:
I hereby authorize all insurance companies to pay directly to Arthritis and Rheumatology Specialists, P.A. and any ancillary providers, any benefit and fees under my insurance policy or policies.  I understand that this does not relieve me of my obligation to pay my account, co-payments and deductibles.  Any balance that is not covered or paid by the insurance company is my financial responsibility.
RELEASE OF MEDICAL INFORMATION:

I hereby consent and authorize Arthritis and Rheumatology Specialists, P.A., affiliates or agents, to release any medical information in connection with the services rendered for determination of benefits, or for collection of said benefits from my health insurance carrier(s) and or other parties responsible for payment.
MEDICARE BENEFICIARIES ONLY:
I certify that the information given in applying for payment under Title XVII of the Social Securities Act is correct.  I authorize any holder of medical or other information about me to be released to the Social Security Administration or its intermediaries or carriers any information needed for this or a related Medicare claim.  I request that payment of authorized benefits be made directly to Arthritis and Rheumatology Specialists, P.A..  I understand that I am responsible for health insurance deductibles and co-insurance.
MEDICARE SUPPLEMENTS:
I further authorize Arthritis and Rheumatology Specialists, P.A. to claim and receive benefits through my Medicare Supplement.  This authorization includes claims of Medigap Benefits.  This authorization shall remain in effect until and unless revoked in writing.
I HAVE READ THE AUTHORIZATIONS, CONSENTS AND AGREEMENTS, AND I ACCEPT THE TERMS AS DESCRIBED ABOVE.
_______________________________ 
____________________
Signature of Patient/Responsible Party 

Date
_______________________________    
Responsible Party (printed)
I, the undersigned, as the patient or on behalf of the patient, have been given the opportunity to receive and read a copy of Arthritis and Rheumatology Specialists, P.A.  Notice of Privacy Practices
_______________________________ 
____________________
Signature of Patient/Responsible Party 

Date
