ASSIGNMENT OF PROCEEDS, CONTRACTUAL LIEN, AND AUTHORIZATION

I, the undersigned, do hereby direct any and all insurance carriers, attorneys, agencies, governmental departments, companies, individuals, and/or other legal entities (“payers”), which may elect or be obligated to pay benefits to me for any medical conditions, accidents, injuries or illnesses, past or present (“condition”) to pay directly to, and exclusively in the name of Deborah K. “Debbie” Webb, Ph.D. Such sums as may be owing to Debbie Webb for charges incurred by me including, but not limited to charges for treatment, narrative reports, depositions, testimony, and any other charges incurred by me at the office (“charges”).  I further grant a contractual lien to Debbie Webb with respect to my charges applicable to all payers.  For the purposes of this agreement “benefits” shall include, but shall not be limited to: proceeds from any settlement, judgment or verdict, as well s any proceeds relating to commercial health or group insurance, disability benefits, worker’s compensation benefits, medical payment benefits, personal injury protection, uninsured motorist coverage, third party liability distributions, and any other benefits or proceeds payable to me for the purposes stated herein. 

I hereby direct all payers to release to Debbie Webb any information regarding any coverage or benefits which I may have including, but not limited to, the amount of coverage, the amount paid thus far, and the amount of any outstanding claims.  
I authorize Debbie Webb to release any information regarding my treatment or pertinent to my case(s) to all payers as defined above to facilitate collection under this Agreement.  I hereby direct Debbie Webb to file a copy of this Agreement, together with any applicable charges, with any or all payers, regardless of whether a claim has been established with said payers. 

I hereby grant to the physician/facility named above the power to endorse my name upon any checks, drafts, or other negotiable instrument representing payment from any insurance company representing payment for treatment and health care rendered by the physician/facility named above.  I agree that any insurance payment representing an amount in excess of the charges for treatment rendered will be credited to my/our address upon request in writing to the physician/facility named above.  

I hereby acknowledge and understand that if I do not keep appointments as recommended to me by my caring doctor at his clinic, he/she has full and complete right to terminate responsibility for my care and relinquish any disability granted me within a reasonable period of time.  If, during the course of my care, my insurance company requires me to take an examination from any other doctor, I will notify this physician/facility immediately.  I understand that failure to do so may jeopardize my case.

This Agreement shall not be modified or revoked without the mutual written consent of Debbie Webb and myself.  I hereby revoke any previous signed authorizations, whether executed at this office or any other to the extent that the terms of those authorizations conflict with the terms of this Agreement. 

I agree that each and every treatment under this Agreement was reasonable and necessary at the time and place it was rendered.  Should any provision of this Agreement be found to be invalid, illegal, or unenforceable, or for any reason cease to be binding on any party hereto, all other portions’ of this Agreement shall, nevertheless remain in full force and effect.
A photocopy of this instrument shall serve as original.

Patient Name (Please Print): ___________________________________ Relationship to Patient: _________________

Signature of patient ____________________________________________________  Date: _____________________

Name of Fiscally Responsible Party: ______________________________Relationship to Patient:_________________

Signature of Fiscally Responsible Party: ___________________________________  Date: _____________________

Billing Address: __________________________________________________________________________________

Phone #:______________________________________

Cell Phone #_________________________________

Witness: ___________________________________________  Date: _______________________________________

