ASSIGHMENT DY BENEFITS/DESIGNATED AUTHORIZED REPRESENTATIVE/LINAITED SPECIAL POWER OF ATYORNEY

1t is our policy, for your conveniencs, 4s well g51o facilitate payment, to file health benefit claimis on your behialf, To engbla your Insurance policy of henefit plan
to deat with us directly; pléasé raad the fallawing, sign and print your igma below and enter foday's date.

Asignment of Befiefits

I hereby asslgn and convey to the fullest extent permitted by law any and all benefit and non-benafit dghts (ncliding the right to any peraitiés or equitable
velief} under iy health insurafice polity 8t benefit plah to Arposiean Surgieal Ars, FG Ang Or.Sean Bidic or Dr inay Bundiapall {collectively, the
“brén)dars™) with respect to any and all medical/facility services provided by the Providers tome for all dates of service, including without fimitatlon, the right of
ane br moré of the Providers,br their attorney {or other representative) to (i) execute, In my nerrie dnd on my behalf; any form,'{iacume_nt ar Insteument
required under any applicahle insurance policy or benefit plan-to further evidence sy intant as set forth herein and to avoid ahy delay In pursuing rights under
appiicable Federa and State laws, rules, regulations or fequirements {collectively, “Laws™), [il) prrsile penatties for and exciusively on behalf of Providers
against any Insurance poliey or benefit plan for failure of the plan adfministzator {or othey fiduciary) to timely produce or fespdnd to fequests (inthiding apjieals)
for all iaforiration felating to any.plan dutunierts as required By any applicable Laws, {iif} to assert claims and initiate legal actlon for breach of fiduciary duty
agalinst any person or entity, and {iv} to endorse Torne any checlss made payable to mefor benefits and claims collected toward y account.

in the event the insurance carrler responstble for making medical payrments to _American Suigleal Ads, PG and  Dr. Sean Bidic or D Vinay Gundlapaili

for redical services rendered to me doesnot acce;‘::ut my asslgnment of henefit rights, or my assignment is challengéd ar desmed invalid, [ execuite this limited/
special power of attorney and appoint and authorize Provider and hisfher/its attorney {of ‘other fepfésentative) dsmy agent and attomey, In fact; to assert any
and all of my.b‘eneﬁt'and non-benefit fights for and on my behalf, tnciuding, without fimltation, to bringany appeal, pre-itigation demand, demand for
payment, azhitratiop, lawsuit, independant dispute resolution or administrativa proceedinig, for §id on.my behalf, In my name-agalnst any person-and/or entity
iavolved in the detérdination and payment of benéfits under.any insuance policy or benefit plan, | agree that any recovery shall be applied 10 payimnent due my
provider including eltorney fees and costs. To this end, Provider has exclusive settlermént attharity.

peslgnated Authorized Representative

| Herghy 8pjicirit as a Designated Authorized Representative each of my Providers and each of théir regpective assistant surgeons, physician assistants, teaching
assistants, Dilfing staff, lawyers (Intiuding Cohen Howard, 1LP) or any ofher peérscn or business tiat provides heglthcare activity servites asa “business
“Asspclate’ undar the Health Insurange Portability and Accountabltity Act of 1096, as amended {“HipAA™, -and thelr respective deslgnees {collectively referred to
hereln as an “Authorlzed Representative™, This authorization is Intended to comply viithi all requirements of the Eriploynient Retirement incormeé Sgeurity. Act
of 1574, as am#&rided {ERISA”) apd any applicahle State bav, Each Authorized Representative is granted the sarne rights which I rave as a membef or ‘
beneficiary under my insurance policy or benefit plan, incluging without fimitatlon: . ’
Thesight of riyy futhorized Reprasentative to fil clalms for beneflts on my hehalf and directly receive payinent for benéfits and non-benefits under my insyrance
paicy or benefit plan, Ixcluding the right to penalties, interost and attorney fees.
The Tight of my Authofized Representativé to chimiunicata with Insurers, plan fiduclaries, employers and plan and clelm adm!nlstiators relative to all my benedit
information and protected h ealth information ("PHI" as further defined under HIPAA] and td share and exchange suth infdrmation with a “covered person” or
“husiness associata™as those térms are defiried undér HIPAA.
The right of ray Authorlzed Representative to send and receive follow-up Infosmation and obtain all documentation that ERISA or any Stata law requires to be
srovided to me, including, Withoui lifitatton, plad documents, é:&piariat'ifon‘of'ijéneflig,:a,d_\fe_rse,_hanefit determinations, all selevant documents {nvolving my
clatm, dentivy.of 8l persons involved In determining my clalm and 4!l documents reilad upon in Hiaking any détermiiation as to the payent of any amaunt
dndler the appliceble plan documents. ’
The sight 8f my Authorized Represeatative to fite any internal or external member appeai for payment bf berefits under any applicable Insufance poticy or
Bizhefit plai. '
The right-of my Authorized Bepresentative o pursue any Heghts, €laim or capse of detion throueh pre-litgation demands, demands for payinent, arbitratich,
indepeadent dispute fesolution or adriilnistrative proceeding, litigation of otherwlée under gny Federal or State law with respect to payment for services
pm\}ig{ed‘ by a Pravider fa me, inciuding penalties, Interdst and attorney fees,
Release of Private Health lnformatidn

It1s-sjbcifically inténded that any Provider or Authorlzan Bepreséritative Is authorized and difested to provide and rolegse my PH for purposes of exercising-all
rlghts and henafits.set forth in this Assignment of fanelits/Designated Auttiorized Representative authbrization t6 siy “covered person” of “busineds assottate”,
inc¢luding third-party payors, liteinal dnd afterial utiflzation reVléw organlzations, réguldtory review enfitiesand other arganizatiors angdfor companies that
may/will assist with ¢laims processing/reimbursement. 1 alse direct any pian or claim adritiistrattir o plan $honsoi td shaye all RRVWIth &y Provider of

Buithorized Représenilitive and nol to Inhivit the exercise of rights under my insirange policy or benefit plas by requifing-any further authorization sizned By me.

1 trderstand that t veraatn fully responsible forany Iilizd eharges reqaining due forservices provided to me by @ provider, includlngcospays, to-lnsurancesand
decuctibles. If 1 recelve any check of tlier payrent ffoin =i ihsufance compahy of third-party friyor for services Fendered to me by a Provider, | will imimediately
enderse the check oves tothe Provider or otherwise make payment to the Provider for the ampu nt of payment reeeived frem such Insurance.comgany or third-
party payor, 1agreé that f the Provider iStequired to pursue calteciion efforts agaliist e for tesa arouiits; | will betesponsibls for all legat fees, interest and
costs.astocialed therewith.

This Assignment of Benefits/Desi poated Authorized Representative authorization/ Limited Spegial Power of Attorney shall refralr in fufl force arfd efféct for alt
cuffert afid futire ddtes of service, until such ithe that all fighis have been exerciséd under appligahle Federsl and State faw asdetermingd by Providers. | may
revoke or withdraw this suthority upon written notice ta.the Providers. i the bvent of any fevotation, | will be fespunsible fur paymmignt of sllautstanding
Arnoukts thth dua 10 ihe Providers, o

Patierit Nafne: Date:,

ratient Signature:




