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CONSENT FOR TREATMENT:  I, the undersigned, consent to general and specific examination and treatment by the physician.

ASSIGNMENT OF INSURANCE BENEFITS:  I assign payment directly to Michael Labanowski, M.D. (Southern Sleep Clinics), accepting this assignment of all benefits applicable and otherwise payable to me, but not exceeding the reasonable and customary charge for insurance benefits in accordance with my insurance policy conditions where my coverages are subject to a coordination-of-benefits clause.  When Medicare and/or Medicaid benefits are applicable, I certify that the information given by me in applying for payment under Title XVIII or XIX of the Social Security Act is correct, and request that said payment of authorized benefits be made on my behalf.

FINANCIAL AGREEMENT: I understand that I am responsible to Michael Labanowski, M.D. (Southern Sleep Clinics) for all reasonable charges incurred by me.  The undersigned agrees, whether he/she signs and obligates himself/herself to pay the account in accordance with the regular rates and terms.  Furthermore, he/she obligates himself/herself to make weekly payments if requested.  Should the account be referred to an attorney for collection, the undersigned shall pay reasonable attorney’s fees and collection expenses. I hereby waive any and all defenses and/or objections to said jurisdiction and waive all rights to claim exemption.  All delinquent accounts bear interest at the legal rate.  The undersigned agrees that any monies collected on the above services may be applied directly to a delinquent account of the patient should one exist. 

RELEASE OF INFORMATION:  I authorize Michael Labanowski, M.D. (Southern Sleep Clinics) to release or obtain any and all information acquired in the course of my examination and treatment.  I authorize the release of information for the purpose of insurance, Worker’s Compensation, Medicare and/or Medicaid benefit payments.  This consent and authorization specifically includes, but is not limited to psychological, psychiatric, alcohol, drug abuse, and AIDS information.

LEGAL AUTHORIZATION:  I authorize Michael Labanowski, M.D. (Southern Sleep Clinics) to act in my behalf as attorney in fact in (1) the collection of benefits from any responsible third party through whatever means may be deemed necessary, and (2) the endorsement of benefit checks made payable to myself or Michael Labanowski, M.D. (Southern Sleep Clinics). 

FINANCIAL DISCLOSURE:  I understand that Michael Labanowski, M.D. (Southern Sleep Clinics) is a privately owned corporation.  I fully understand that I have the right to obtain these services at the location of my choice.

UNDERSIGNED CERTIFIES THAT HE/SHE HAS READ AND UNDERSTANDS THE ABOVE. 

____________________________________      ________________________________

Patient or Guardian



        Date

____________________________________     _________________________________

Relationship to Patient


      Witness 
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