CENTRAL FLORIDA INJURY

. Rehabiilitation
( ) Phone: (407) 381-5100 Fax: (407) 275-9395

ACKNOWLEDGEMENT OF LLABILITY
ASSIGNMENT OF BEMNEFITS

The undersigned patient andfor respensible party, haraby acknowladges personal responsi bility and liakility far all the medical senvices
which are provided by Central Florida Injury. This personal obligation is ot affected by any abligation of indurance companies to pay
haalth care costs, If an insurance company pays, the paymant(s) shall be credited to your account, i no insurance paymeant is recaived,
you are completely responsitle te pay for all medical treatments. In addition to continuing personal responsibility, and in consideration of

treatment rendered or to be repdered, the undersigned hereby assigns to the physician or facility narmed above the following rights, power,
and authority.

COMSENT FOR TREATMENT: The undarsignad heraby corsents to provision of examination, fitness avaluations, treatment, tharapies,
medical and labaratary procedures, and drugs and supplies to the patiant as orderad by the patient’s healthcare provider Cantral Flarida
Injury, their physicians, nurse practiticnars, physical tharapist, cerified athletic trainers or stalf and acknowledges that no guarantae or
assurance has bean madea to the results of such treatments, procedures or examinations.,

RELEASED INFORMATIOIN: You are authorized to release and 1o parmit the examination or copying of any of my madical recards, x-rays,
labaratory reports, and the results of all tests of any type or character ta such parson(s) as tha Physician and or Faglity deams appropriate.

ASSIGNMERNT OF RIGHTS: You are assigned to axclusive, imevocabla rights. &ny cause of action that axists in my favar against any
irurance company or olher parson o entity to the extent of your bill fer total services, including the exclusive, irrevocable right to receive
payrnent for such services, make demand In my name for payments, and prosecute and recaive penalties, interest, cour costs, or ether
legally compengable amounts awned by an insurance company ar other person or entity. |, as the patient and or responsible party further
agree 1o copperate, providas infarmation as needad, and appear as needed, wherever to assist inthe prosecution of such claims far benafits
upon reguast. The physician and or facility is also assigned the exclusies, irrevocable right to requast and receive from any insuranca
company of health care plan any and a8l information and decuments pertaining 1o my polides induding a copy of such palicy and my
information or supporting documentation concarning ar touching upon the handling, calculation, processing or payment af any claim,

DEMAMD FOR PAYRMENT: A% to any insurance company praviding berefing of any kind te mafus for treatment rendersd by the
physician/facility names abova, you are hereby tandered the right ta damand payment in full the bill for sarvices rendarad by tha
physician/facility named abave fallowing your receipt of such bill for services ta extent such bills are payable under the terms of my/our
plicy for benafits, less amy amaunt which fwe owe personally which are not payable under the terms of your palicy,

THIED PARTY LIABILITY ; I patientis) treatrments Tor injuries are the result of the negligenca of any third party, then patient{z] grant a
securad interast (lien) against any recovary from such third party(s) to the extent of the bills far treatmant in favor of the physicianfacility
narmed aboye,

LIMITED POWVER OF ATTORMEY: | hereby grant to the physician facility named above power of attorney to endorse my name upon any
checks, drafts, or other negotizble instrument reprasenting payment from any Insurance company rapresenting paymeant for traatmeant and
haalth care randerad by physician/facility. | agree that any insurance payment reprasenting an amount in excess of the charges far
treatment rendared by plsician facility. | agres that amy insurance payment represanting an amount in excess of the charges far

treatment rendaraed will ba credited to myfour account or forwardad o my/our addrass upon request in writing 1o the physiclan/facility
named abova,

Iri tha evant that ary pravision of this Agreament is detarmired to be irealid or unanforceable, all othar provisions of this Agreament shall
remain enforceable,

& PHOTOCOPY OF THIS INSTRUMEMNT SHALL SERVE A5 ORIGINAL
Lignatura of patiant and/or responsible party:

Patient Signatura: Date:;

Frimt Mama: Date of Accident;

Relaticnship 1o Patient:

22648 W. State Rd. 434 5555 Michigan 5t. Ste. 102 BB2 5. Kirkman Rd. S5te. 101
Longwood, FL 32779 Orlando, FL 32822 Orlando, FL 32811



