JAN. 2006
RICHARD G. BUCH M.D.

AUTHORIZATION FOR RELEASE OF INFORMATION AND ASSIGNMENT OF
BENEFITS

| HEREBY AUTHORIZE RICHARD G. BUCH M.D. TO FURNISH INFORMATION TO MY
INSURANCE CARRIERS AND MY REFERRING DOCTORS ON BEHALF OF MYSELF
AND/OR MY DEPENDENTS; AND HEREBY ASSIGN RICHARD G. BUCH M.D. ALL
PAYMENTS FOR MEDICAL SERVICES RENDERED TO MYSELF OR MY DEPENDENTS. |
UNDERSTAND THAT | AM RESPONSIBLE FOR PAYMENT OF SERVICES AS DETERMINED
BY MY INSURANCE COMPANY. | PERMIT A COPY OF THIS AUTHORIZATION TO BE
USED IN PLACE OF THE ORIGINAL.

PATIENT NAME:

PATIENT SIGNATURE: DATE:

ACKNOWLEDGEMENT OF RECEIPT OF NOTICE OF PRIVACY PRACTICES

| ACKNOWLEDGE THAT | HAVE RECEIVED
(PRINT NAME OF PATIENT)

A COPY OF RICHARD G. BUCH M.D. “NOTICE OF PRIVACY PRACTICES”. THIS
NOTICE DESCRIBES HOW RICHARD G. BUCH M.D. MAY USE AND DISCLOSE MY
PROTECTED HEALTH INFORMATION, CERTAIN RESTRICTIONS ON THE USE AND
DISCLOSURE OF MY HEALTHCARE INFORMATION, AND RIGHTS | MAY HAVE
REGARDING MY PROTECTED HEALTH INFORMATION.

(SIGNATURE OF PATIENT, OR LEGAL PERSONAL REPRESENTATIVE) DATE

(RELATIONSHIP TO PATIENT IF APPLICABLE)

ACKNOWLEDGEMENT OF RECEIPT OF OFFICE POLICIES AND PROCEDURES

| affirm that | have read and understand the office policies and procedures of Richard G.
Buch, M.D., P.A.

(SIGNATURE OF PATIENT, OR LEGAL PERSONAL REPRESENTATIVE) DATE



