RETINA ASSOCIATES OF NEW JERSEY, P.A.
PATIENT REGISTRATION FORM
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UNIFORM OF ASSIGNMENT, RELEASE OF INFORMATION AND FINANCIAL DISCLOSURE:

ASSIGNMENT OF BENEFITS:

I hereby assign or transfer payment benefits made to me and my behalf to Retina Associates of NJ, P.A. for
any services furnished to me by this physician/supplier. | further agree that | am responsible for payment
of charges incurred by me that are not covered by my insurance or for which my insurance has paid me.
FINANCE CHARGE:

A finance charge of 1.5% (18% annually) will be imposed on each item of your account which has not been
paid within 60 days.

RELEASE OF INFORMATION:

| hereby authorize Retina Associates of NJ, PA to release information acquired during the course of my
examination or treatment to my referring physician, my primary care doctor or to an appropriate insurance
carrier. If Medicare patient, | further authorize release to the Center of Medicare Services and its agents
any information needed to determine benefits payable for related charges.
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