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CENTER FOR WOMEN’'S HEALTH

A Division of Mid-Atlantic Women's Care, FL.C.

IN DRDER FOR US TO PROVIDE YOU WITH COMPREHENSIVE,
FAMILY ORIENTED HEALTH CARE, PLEASE SUPPLY THE
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For yaur convenlence, we will assist you or supply you with the Information necessary to file your medical Insurance. Please allow us to copy your Insurance cards. |
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I WAS REFERRED TO THIS PRACTICE BY:

DEEMED CONSENT
Under Virginia law, if any employee or agent of the practice is exposed to your blood or other body fluids in a manner which may transmit human immunodeficiency virus
(HIV) or hepatitis B or C viruses, you shall be deemed to have consented to testing for infection with HIV or hepatitis B or C viruses. In addition, you shall be deemed
to have consented 1o the release of such test results to the person who was exposed.

HIPAA Acknowledgement: All patients must initial one of the following:

| hereby acknowiedge that | have been provided with a copy of the MAWC Notice of Privacy Policies.

— | hereby acknowledge that | have been provided with a copy of the MAWC Notice of Privacy Policies but decline to accept it at this time.
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MAWC FINANCIAL AGREEMENT AND INSURANCE ASSIGNMENT

| hereby authorize treatment to patient by any MAWG provider and/or any alffiliated medical staff member(s). | further authorize release of any and ali medical andfor

billing information as is necessary for third party reimbursement from my insurance carrier, Tricare or Medicare. | authorize direct payment from said insurer(s) to this

prastice. | accept responsibility for payment of all treatment that the payor determines does not constitute covered services as well as attorney's fees of 33 1/3%, and

any other related costs of collection should such action become necessary.
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