ESTORATION

MORTHOPAEDICS

LEGAL ASSIGNMENT OF BENEFITS, ASSIGNMENT OF RIGHTS TO PURSUE ERISA AND OTHER LEGAL
AND ADMINISTRATIVE CLAIMS ASSOCIATED WITH MY HEALTH INSURANCE AND /OR HEALTH
BENEFIT PLAN (INCLUDING BREACH OF FIDUCIARY DUTY) AND DESIGNATION OF AUTHORIZED
REPRESENTATIVE AND RELEASE OF MEDICAL AND PLAN DOCUMENTS

Patient Name Patient ID:

Insured Name Insured ID:

INSURANCE COMPANY / PLAN ADMINISTRATOR / PLAN FIDUCIARY

TO: INSURANCE COMPANY

In considering the amount of medical expenses to be incurred, I, the undersigned, have insurance and/or employee health care
benefits coverage with the above captioned, and hereby assign and convey directly to the above named healthcare provider(s),
as my designated Authorized Representative(s), all medical benefits and/or insurance reimbursement, if any, otherwise
payable to me for services rendered from such provider(s), regardless of such provider’s managed care network participation
status. I understand and agree that I am legally responsible for any and all actual total charges expressly authorized by me
regardless of any applicable insurance or benefit payments. I hereby authorize the above named provider(s) to release all
medical information necessary to process my claims under HIPAA. I hereby authorize any plan administrator or fiduciary,
insurer and my attorney to release to such provider(s) any and all plan documents, insurance policy and/or settlement
information upon written request from such provider(s) in order to claim such medical benefits, reimbursement or any
applicable remedies. 1 authorize the use of this signature on all my insurance and/or employee health benefits claim
submissions. I hereby convey to the above named provider(s), to the full extent permissible under the law, including but not
limited to, any ERISA claim for benefits, breach of ERISA fiduciary duty, and ERISA claim for statutory penalties for failure
to produce documents or information in accordance with ERISA §502(a)(1)(B), §502(a)(3) and §502(c)(1)(B), under any
applicable employee group health plan(s), insurance policies or public policies, any benefit claim, liability or tort claim, chose
in action, appropriate equitable relief, surcharge remedy or other right I may have to such group health plans, health insurance
issuers or tortfeasor insurer(s), with respect to any and all medical expenses legally incurred as a result of the medical services I
received from the named provider(s), and to the full extent permissible under the law to claim or lien such medical benefits,
settlement, insurance reimbursement and any applicable remedies including, but not limited to, (1) obtaining information about
the claim to the same extent as the assignor; (2) submitting evidence; (3) making statements about facts or law; (4) making any
request, or giving, or receiving any notice about appeal proceedings; and (5) any administrative and judicial actions by such
provider(s) to pursue such claim, chose in action or right against any liable party or employee group health plan(s), including, if
necessary, bring suit by such provider(s) against any such liable party or employee group health plan in my name with
derivative standing but at such provider(s) expenses. Unless revoked, this assignment is valid for all administrative and judicial
reviews under PPACA, ERISA, Medicare and applicable federal or state laws. A photocopy of this assignment is to be
considered as valid as the original. I have read and fully understand this agreement. Should this assignment be prohibited in
part or in whole under any anti-assignment provision of my policy/plan, please advise and disclose to my providers /
Restoration Orthopaedics in writing such anti-assignment provision within 30 days upon receipt of my assignment, otherwise
this assignment should be reasonably expected to be effective and such anti-assignment is waived.

ADDENDUM TO PATIENT FINANCIAL RESPONIBILITY
To: Restoration Orthopaedics

I acknowledge the possibility that a check and/or checks may be sent directly to me instead of you, my provider. I understand
this money is not mine even though the check may be written to me. I understand you are billing my insurance company as a
courtesy to me but the money paid by the insurance company belongs entirely to you. I, therefore, agree to immediately, but
certainly no later than 48 hours upon receipt of any such monies, forward this money directly to you. I will make no attempt to
negotiate what portion I send to you. In any event, I acknowledge and agree that I am legally responsible for any charges for
service rendered to me and I will pay all fees including any co-pays or deductibles, if applicable.

NOTE: Please read the above agreements carefully and make sure that you understand all the terms and conditions before
signing below. If you do not understand, please review contents with the staff prior to signing. Your signature confirms that you
have read and fully understand all the agreements, terms, and conditions above. Agreed and Accepted by:

PATIENT SIGNATURE PATIENT PRINTED NAME DATE

WITNESS SIGNATURE WITNESS PRINTED NAME DATE



