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ASSIGNMEMT OF BENEFITS, RELEASE OF
INFORMATION AND STATEMENT OF ASSISTANCE

(FATIENT PLATE IMPRINT)

By completing this form, you will help ensure that The Childeen's Hospital of Philadelphia and its physicians are pald
by your health insarance poficy or bemefic plan,

ASSIGNMENT OF BENEFITS

I request and permit my insurancs company or benefit plan to pay directly 10 The Children’s Hospital of Philadelphia o any of its
affiliates (CHOP) money due for healtheare services, supplics and oquipment (including hospintal and phvsician services) under the
terms of my insurance policy or benefit plan. Afiliates of The Children's Hospital of Philadelphia ichede, but are not limited to, the
folbowing:

= The Children's Hospital of Philadelphiz + Children's Anesthesiology Associales

+ The Children's Seashore Howuse of The Children's + Children's Anesthesiology Associates of Mew Jersey
Hospilal of Philadelphia * Children's Health Care Associates

= The Children's Hospital of Philadelphia Practice Association * Children's Health Care Associates of Mew Jersey

= The Children's Hospital of Fhiladelphia Home Cane + Children's Surgical Associates

= CHOP Clinical Associates * Children's Surgical Associates of Mew Jersey

« Radiobegy Associates of Children’s Hospital
I understand that | may be responsible for payment in full of any amount due that is pot covered or paid for by my surance policy or
beneflit plan.
RELEASE OF INFORMATION AND STATEMENT OF ASSISTANCE
* | permit CHOP o provide my insurance company of benefit plan with any information necessary for CHOP to receive
payment for services, supplics and equipment,

* | permit CHOP and'or its attomeys to request, onmy behalf, any information related to my health insurance policy or benefit
plan (including. but n limited o, proof of my insurance or benelit plan). This information may be given directly to CHOP
and’or its attomeys.

# 1 permit CHOP andlor its attomeys, (o file, on behall of themselves and on my own behalf, claims for benefits and or appeals
of any demied ¢laims,

* | agree to assist CHOP in collecting benefits that may be due or payable under my insurance policy or benelit plan for the
services, supplics and equipment provided,

*  lagree to provide any additional information necdod to process the claim for payment.
* | agree that CHOP may takie Sction in my nams Sgainst my insurance company' of benefit plan 1o reecive any benelits thal may
be due or payable under the insurance policy or benefit plan.

A photocopy, or ather reproduction of this staterent shall be considered valid as the onginal.

Printed Name of Paticnt/Parent/Legal Guardian Relationship to paticnt

Skpnature of Paticnt/ParentLegal Guardian Dhate



