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Assignment of Benefits and Authorization

	Patient Name: 


	Date of Birth:


	Member ID: 


	Date of Service: 




Assignment of Benefits 
I authorize payment of benefits, including benefits of any applicable insurance policy or employee benefit plan or healthcare plan, for intraoperative monitoring services to Impulse Monitoring, Inc., or to its retained physician service providers, including American Neuromonitoring Associates, P.C., Midwest Neuromonitoring Associates, P.C., North Pacific Neuromonitoring Associates, P.C., and Pacific Neuromonitoring Associates, Inc. (collectively, the “Providers”). 

Authorization to Release Information 
I hereby authorize Providers to release any information necessary to my health benefit plan or to its administrator regarding my medical procedure. I further authorize the Providers and their authorized representatives to (1) discuss my personal health information with the health insurer, employee benefit plan, or healthcare plan, or their authorized representatives; (2) file any necessary appeals, complaints, or claims with my health insurer, employee benefit plan, or healthcare plan, or their authorized representative; and (3) obtain copies of my health insurance policy, employee benefit plan, or healthcare plan. 

ERISA Authorization 
I hereby designate, authorize, and convey to Provider to the full extent permissible under law and under any applicable insurance policy, employee benefit plan, or employee healthcare plan: (1) the right and ability to act on my behalf in connection with any claim, appeal, right, or cause of action, including without limitation, any claim that may be brought pursuant to ERISA, that I may have under such insurance or benefit plan; and (2) the right and ability to act on my behalf to pursue such claim, right, or cause of action in connection with said insurance policy or benefit plan, including but not limited to the right to act on my behalf in respect to a benefit plan governed by the provisions of ERISA with respect to any healthcare expense incurred as a result of the services I received from Provider and, to the extent permissible under law, to claim on my behalf, such benefits, claims, or reimbursement and any other applicable remedy. 



[bookmark: _GoBack]Certification 
I certify that I have read and understand the contents of this form. If I am not the patient, I certify that I am authorized by the patient to sign this form and accept its terms. 

A photocopy of this form shall be as effective and valid as the original.


________________________________________ 	___________________ 
Signature of Patient/Authorized Representative                                          Date

________________________________________ 	___________________ 
Name of Patient / Authorized Representative                                              Date
image1.png
Q@ NUVASIVE'

‘Speed of Innovation™

7475 Lusk Boulevard, San Diego, CA 92121  zin 858.909.1800 ol Free 800.455.1476  Fax 858.909.2000 WWW.NUVASIVE.COM




image2.png
™
) NUVASIVE

Clinical Services™




