
ASSIGNMENT OF BENEFITS/DESIGNATED AUTHORIZED REPRESENTATIVE/LIMITED SPECIAL POWER OF ATTORNEY 
 
It is our policy, for your convenience, as well as to facilitate payment, to file health benefit claims on your behalf. To enable your insurance policy or benefit 
plan to deal with us directly please read the following, sign and print your name below, and enter today’s date. 
 
Assignment of Benefits 
I hereby assign and convey to the fullest extent permi>ed by law any and all benefit and non-benefit rights (including the right to any penalAes or equitable 
relief) under my health insurance policy or benefit plan to Northeast PlasAc Surgery Center, New England PA and Dr. Vinod V. Pathy (collecAvely, the “Providers”) 
with respect to any and all medical/facility services provided by the Providers to me for all dates of service, including without limitaAon, the right of one or 
more of the Providers, or their a>orney (or other representaAve) to (i) execute, in my name and on my behalf, any form, document or instrument required 
under any applicable insurance policy or benefit plan to further evidence my intent as set forth herein and to avoid any delay in pursuing right under applicable 
Federal and State laws, rules, regulaAons or requirements (collecAvely, “Laws”), (ii) pursue penalAes for and exclusively on behalf of Providers against any 
insurance policy or benefit plan for failure of the plan administrator (or other fiduciary) to Amely produce or respond to requests (including appeals) for all 
informaAon relaAng to any plan documents as required by any applicable Laws, (iii) to assert claims and iniAate legal acAon against any person or enAty, and 
(iv) to endorse for me any checks made payable to me for benefits and claims collected toward my account. 
 
In the event the insurance carrier responsible for making medical payments to Northeast PlasAc Surgery Center, New England PA and Dr. Vinod V. Pathy for 
medical services rendered to me does not accept my assignment of benefit rights, or my assignment is challenged or deemed invalid, I execute this 
limited/special power of a>orney and appoint and authorize Provider and his/her/its a>orney (or other representaAve) as my agent and a>orney, in fact, to 
assert any and all of my benefit and non-benefit rights for and on my behalf, including, without limitaAon, to bring any appeal, pre-liAgaAon demand, demand 
for payment, arbitraAon, lawsuit, independent dispute resoluAon or administraAve proceeding, for and on my behalf, in my name against any person and/or 
enAty involved in the determinaAon and payment of benefits under any insurance policy or benefit plan. I agree that any recovery shall be applied to payment 
due my provider including a>orney fees and costs. To this end, Provider has exclusive se>lement authority. 
 
Designated Authorized RepresentaJve 
I hereby appoint as Designated Authorized RepresentaAve each of my Providers and each of their respecAve assistant surgeons, physician assistants, teaching 
assistants, billing staff, lawyers, or any other person or business that provides healthcare acAvity services as a “business associate” under the Health Insurance 
Portability and Accountability Act of 1996, as amended (“HIPAA”), and their respecAve designees (collecAvely referred to herein as an “Authorized 
RepresentaAve”). This authorizaAon is intended to comply with all requirements of the Employment ReArement Income Security Act of 1974, as amended 
(“ERISA”) and any applicable State law. Each Authorized RepresentaAve is granted the same rights which I have as a member or beneficiary under my insurance 
policy or benefit plan, including without limitaAon: 
1 The right of my Authorized RepresentaAve to file claims for benefits on my behalf and directly receive payment for benefits and non-benefits under my 
insurance policy or benefit plan, including the right to penalAes, interest, and a>orney fees. 
2 The right of my Authorized RepresentaAve to communicate with insurers, plan fiduciaries, employers, and plan and claim administrators relaAve to all my 
benefit informaAon and protected health informaAon (“PHI” as further defined under HIPAA) and to share and exchange such informaAon with a “covered 
person” or “business associate” as those terms are defined under HIPAA. 
3 The right of my Authorized RepresentaAve to send and receive follow-up informaAon and obtain all documentaAon that ERISA or any State law requires to 
be provided to me, including, without limitaAon, plan documents, explanaAon of benefits, adverse benefit determinaAons, all relevant documents involving 
my claim, idenAty of all persons involved in determining my claim and all documents relied upon in making any determinaAon as to the payment of any amount 
under the applicable plan documents. 
4 The right of my Authorized RepresentaAve to file any internal or external member appeal for payment of benefits under any applicable insurance policy or 
benefit plan. 
5 The right of my Authorized RepresentaAve to pursue any rights, claim, or cause of acAon through pre-liAgaAon demands, demands for payment, arbitraAon, 
independent dispute resoluAon or administraAve proceeding, liAgaAon, or otherwise under any Federal or State law with respect to payment for services 
provided by a Provider to me, including penalAes, interest, and a>orney fees. 
 
Release of Private Health InformaJon 
It is specifically intended that any Provider or Authorized RepresentaAve is authorized and directed to provide and release my PHI for purpose of exercising all 
rights and benefits set forth in this Assignment of Benefits/Designated Authorized RepresentaAve authorizaAon to any “covered person” or “business associate,” 
including third-party payors, internal and external uAlizaAon review organizaAons, regulatory review enAAes, and other organizaAons and/or companies that 
may/will assist with claims processing/reimbursement. I also direct any plan or claim administrator or plan sponsor to share all PHI with any Provider or 
Authorized RepresentaAve and not to inhibit the exercise of rights under my insurance policy or benefit plan by requiring any further authorizaAon signed by 
me. 
 
I understand that I remain fully responsible for any billed charges remaining due for services provided to me by a Provider, including co-pay, co-insurance, and 
deducAbles. If I receive any check or other payment from an insurance company or third-party payor for services rendered to me by a Providers, I will 
immediately endorse the check over to the Provider or otherwise make payment to the Provider for the amount of payment received from such insurance 
company or third-party payor. I agree that if the Provider is required to pursue collecAon efforts against me for these amounts, I will be responsible for all legal 
fees, interest, and costs associated therewith. 
 
This Assignment of Benefits/Designated Authorized RepresentaAve authorizaAon/Limited Special Power of A>orney shall remain in full force and effect for all 
current and future dates of service, unAl such Ame that all rights have been exercised under applicable Federal and State law as determined by Providers. I may 
revoke or withdraw this authority upon wri>en noAce to the Providers. In the event of any revocaAon, I will be responsible for payment of all outstanding 
amounts then due to the Providers. 
 

PaAent Name:   Date:  
     
PaAent Signature:     

 


