Bone & Joint Surgery Associates, S.C.
Madison~Columbus~Fort Atkinson
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ASSIGNMENT OF BENEFITS AND ACKNOWLEDGEMENT OF RESPONSIBILITY: | hereby authorize release of medical
information necessary to process insurance claims and assign payment of medical benefits directly to Bone & Joint Surgery Associates,
S.C. I understand that it is my responsibility to obtain any necessary referrals and preauthorization prior to receiving services at Bone &
Joint Surgery Associates. | understand that Bone & Joint Surgery Associates files insurance claims as a courtesy to patients and does
not accept partial payments made by insurance carriers as full payment for services rendered. | understand | will be responsible for any
charges not covered by insurance. A photostatic copy of this assignment shall be considered as valid as the original.
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