
 



 

 

 



CONSENTS: 
 
Patient name: _____________________________ Date: _____________________ 
 
ASSIGNMENT OF BENEFITS AND INSURANCE AUTHORIZATION 
 

I hereby authorize Ambulatory Surgical Center of Union County and Robert W. Hutchison, DPM, LLC to furnish 
information to insurance carriers concerning my illness and treatments. I hereby assign all payments, for 
medical services rendered to myself or my dependent, to the physicians. I understand that I am responsible for 
any amount not covered by my insurance. 

I am assigning all my rights unconditionally to Ambulatory Surgical Center of Union County and Robert W. 
Hutchison, DPM, LLC to pursue any medical bills, relating to treatment or care by this office in addition to the 
above. 
 
X_______________________________ 
Patient signature 
 
NO FAULT AND/OR WORKER’S COMPENSATION PATIENTS 
 
I hereby authorize the release of my medical chart, bills and/or any other information related to my treatment, 
to my attorney_____________________________________________.  
 
I further authorize Ambulatory Surgical Center of Union County and Robert W. Hutchison, DPM, LLC 
to pursue payment of my bills. I understand that all medical bills will be submitted to the responsible insurance 
carrier and will only be submitted to my medical insurance carrier in the event that payment is denied and/or 
there is a remaining balance, which I am responsible for. I understand that I am directly and fully responsible 
for all medical bills submitted by you for services rendered to myself or my dependent and that this agreement 
is made solely for your additional protection and in consideration of your awaiting payment. I further 
understand that your attorney, if needed will arbitrate my bills for payment. 
 
X_______________________________ 
Patient signature 
_______________________________________________________________________________________ 
 
HIPPA PRIVACY ACKNOWLEDGEMENT 
 
I, _____________________________, acknowledge that I have been provided with a copy Ambulatory 
Surgical Center of Union County and Robert W. Hutchison, DPM, LLC privacy notice.  
 
This notice is effective as of today’s date. 
X_______________________________ 
Patient Signature 
_____________________________________________________________________________ 
PHOTOGRAPH CONSENT 
I, _______________________________, authorize my picture be taken. I understand that my photograph will 
be attached to my medical chart and only used for identification purposes. I understand & do not authorize my 
image be used for any other purpose. 
X__________________________________ 
Patient Signature 
( ) Declined - You may opt not have your photograph taken but must supply us with picture identification for our 
records. 
Robert W. Hutchison, DPM, FACFAS - Ambulatory Surgical Center of Union County                                     
1050 Galloping Hill Road • Suite 102 - Union, New Jersey 07083   
 



 

 
 


