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WESTERN SURGICAL GROUP ™





PLEASE INITIAL EACH LINE: 
_______ I have read and understand the HIPAA Policy.

_______ I have read and understand the Financial Policy.

_______ I hereby authorize Western Surgical Group/Western Bariatric Institute to appeal any and all claims with my insurance company on my behalf.

_______ I authorize the use of my E-mail address. 

Email address:______________________________________@_______________.______

_______ I decline the use of my E-mail address.

Patient Signature:_________________________________ Date:_______________

Parent/Guardian:__________________________________Date:_______________

Please list any family member or others, in which we can communicate with involving your care or payment.  Also, please specify what kind of information we can release.  This authorization will remain in effect until notifications of changes are made.
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Best Number to reach you at: ___________________ Can we leave a message: YES or NO


Patient/Guardian Signature: __________________________________Date______________

Patients Name: _____________________________________________________________

Employee Signature: ____________________________________Date_________________

