
Family Allergy & Asthma

Assignment and Release

I, the undersigned certify that I (or my dependent) have health insurance coverage with 
__________________ insurance company and assign directly to Dr. Michael Wein all insurance 
benefits, if any, otherwise payable to me for services rendered. I understand I am financially 
responsible for all charges whether or not paid by insurance. I hereby authorize the doctor to 
release all information necessary to secure the payment of benefits. I authorize the use of the 
signature on all insurance submissions.

Signature: _________________________________ Date ________________________

Relationship to Patient _________________________________

Notice of Privacy Practices

I, the undersigned certify that I have received a copy of the privacy practices of this office, as
required by law.

Signature: _________________________________ Date ________________________

Relationship to Patient _________________________________

Consent & authorization to release medical information (choose one)

__ YES, I have authorized Dr. Wein and staff to release medical information regarding my
healthcare to friends and family that I have listed below.
__ NO, I do not authorize Dr. Wein and staff to release medical information regarding my
healthcare.

Signature: _________________________________ Date ________________________
Relationship to Patient _________________________________

Collection Policy

I, the undersigned am advised that effective January 1, 2005, any account that becomes
delinquent and is turned over to a collection agency may be applicable to a service charge of
25% of the delinquent balance.

Signature: _________________________________ Date ________________________

Relationship to Patient _________________________________



Authorization form

Family Allergy & Asthma

Patient Authorization for Use and Disclosure of Protected Health Information

By signing, I authorize Family Allergy and Asthma to use and/or disclose certain protected health 
information (PHI) about me to my insurance company, my other personal physicians, and my 
family members unless I state otherwise in writing. 

This authorization permits Family Allergy and Asthma to use and/or release individually 
identifiable health information about me such as date(s) of services, type of services, copies of 
medical records if required to obtain payment, as found in my chart: 

The information will be used or disclosed for the following purpose:

When requested either by me or my insurance company, or by family members who I designate

The purpose(s) is/are provided so that I can make an informed decision whether to allow release 
of the information. This authorization will expire when I notify the office in writing.

I do not have to sign this authorization in order to receive treatment from Family Allergy and 
Asthma. In fact, I have the right to refuse to sign this authorization. When my information is used 
or disclosed pursuant to this authorization, it may be subject to redisclosure by the recipient and 
may no longer be protected by the federal HIPAA Privacy Rule. I have the right to revoke this 
authorization in writing except to the extent that the practice has acted in reliance upon this 
authorization. My written revocation must be submitted to the privacy officer at:

Family Allergy and Asthma, 3375 20th Street, #140, Vero Beach FL  32960

Signed by: ______________________________ _______________________
Signature of Patient or Legal Guardian Relationship to Patient

_______________________________ ______________________
Print Patient’s Name Date

_______________________________
Print Name of Patient or Legal Guardian, if applicable

Patient/guardian must be provided with a signed copy of this authorization form.
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