




Allergy and Asthma Associates, S.C. 
Daniel F. Wendelborn, M.D. ◆ Karen R. Konz, D.O. 

ACKNOWLEDGEMENT	OF	RECEIPT	OF	NOTICE	OF	PRIVACY	PRACTICES	

I	 acknowledge	 that	 I	have	 received	a	copy	of	Allergy	and	Asthma	Associates,	S.C.’s	No>ce	of	Privacy	Prac>ces	 (aAached).		
This	 No>ce	 describes	 how	 Allergy	 and	 Asthma	 Associates,	 S.C.	 may	 use	 and	 disclose	 my	 protected	 health	 informa>on,	
certain	restric>ons	on	the	use	and	disclosure	of	my	health	care	informa>on,	and	rights	I	may	have	regarding	my	protected	
health	informa>on.		

AUTHORIZATION	TO	RELEASE	AND	ASSIGN	INSURANCE	BENEFITS	

In	considering	the	amount	of	medical	expenses	to	be	incurred,	I,	the	undersigned,	have	insurance	and/or	employee	health	
care	benefits	coverage	with	the	above	cap>oned,	and	hereby	assign	and	convey	directly	to	Allergy	and	Asthma	Associates,	
S.C.	all	medical	benefits	and/or	insurance	reimbursement,	if	any,	otherwise	payable	to	me	for	services	rendered	from	such	
doctor	and	clinic.	I	understand	that	I	am	financially	responsible	for	all	charges	regardless	of	any	applicable	insurance	or	
benefit	payments.	I	hereby	authorize	the	doctor	to	release	all	medical	informa>on	necessary	to	process	this	claim.	I	hereby	
authorize	any	plan	administrator	or	fiduciary,	insurer	and	my	aAorney	to	release	to	such	doctor	and	clinic	any	and	all	plan	
documents,	insurance	policy	and/or	seAlement	informa>on	upon	wriAen	request	from	such	doctor	and	clinic	in	order	to	
claim	such	medical	benefits,	reimbursement	or	any	applicable	remedies.	I	authorize	the	use	of	this	signature	on	all	my	
insurance	and/or	employee	health	benefits	claim	submissions.	

I	hereby	convey	to	the	above	named	provider	to	the	full	extent	permissible	under	the	law	and	under	the	any	applicable	
insurance	policies	and/or	employee	health	care	plan	any	claim,	chose	in	ac>on,	or	other	right	I	may	have	to	such	insurance	
and/or	employee	health	care	benefits	coverage	under	any	applicable	insurance	policies	and/or	employee	health	care	plan	
with	respect	to	medical	expenses	incurred	as	a	result	of	the	medical	services	I	received	from	the	above	named	doctor	and	
clinic	and	to	the	extent	permissible	under	the	law	to	claim	such	medical	benefits,	insurance	reimbursement	and	any	
applicable	remedies.	Further,	in	response	to	any	reasonable	request	for	coopera>on,	I	agree	to	cooperate	with	such	doctor	
and	laboratory	in	any	aAempts	by	such	doctor	and	clinic	to	pursue	such	claim,	chose	in	ac>on	or	right	against	my	insurers	
and/or	employee	health	care	plan,	including,	if	necessary,	bring	suit	with	such	doctor	and	clinic	against	such	insurers	and/or	
employee	health	care	plan	in	my	name	but	at	such	doctor	and	lab's	expenses.	

This	life>me	assignment	will	remain	in	effect	un>l	revoked	by	me	in	wri>ng.	A	photocopy	of	this	assignment	is	to	be	
considered	as	valid	as	the	original.	I	have	read	and	fully	understand	this	agreement.	

IDENTITY	THEFT	PREVENTION	PROGRAM	

Effec>ve	5-1-09	the	Federal	Trade	Commission	issued	regula>ons	which	require	clinics	to	implement	a	wriAen	iden>ty	theT	
preven>on	 program	 (Red	 Flag	 Rule)	 as	 part	 of	 the	 Fair	 and	 Accurate	 Credit	 Transac>ons	 Act.	 	 In	 order	 to	 protect	 an	
individual’s	health	informa>on	from	compromise	and	misuse	we	are	required	to	obtain	a	form	of	photo	ID.			

Pa>ent	name:	______________________________________________________________________																													
																																							(Please	print)	

Pa>ent	Signature:	_____________________________________________	 Date:	_______________________	
	 (If	over	18,	sign	above)	

Minor	Child:	
Parent/Guardian	Signature:	_____________________________________	

v.3	06.06.2023



RelaHonship	to	paHent:	__________________________

v.3	06.06.2023












