
PATIENT AUTHORIZATION 
I hereby authorize Orthopaedic Institute of Ohio (OIO) to submit claims, apply for benefits, authorize payment of insurance benefits 
directly to OIO for services provided, and release information reasonably necessary, including medical information, as permitted by 
applicable federal and state law, including HIPAA, to obtain payment for covered services rendered. 
I certify that the information I have provided regarding my insurance coverage is accurate. 
 By signing below, I agree to pay amounts determined to be my financial responsibility under my health benefit plan and applicable law, 
including applicable copayments, deductibles, coinsurance, and non-covered services.  

COMMUNICATION CONSENT 
OIO may contact me via phone, text message, email, patient portal, or other electronic means regarding my treatment, appointments, 
billing, care coordination, and other healthcare operations as permitted by applicable law. I understand I may request restrictions on 
communication methods and may revoke this consent at any time by notifying OIO through any reasonable means. Standard message and 
data rates may apply. Communication preferences may be updated at any time by notifying OIO or through the patient portal, when 
available. 

REFERRALS AND PRE-CERTIFICATION 
I understand that some insurance plans require a referral from my primary care physician (PCP) and/or prior authorization before certain 
services are provided. It is my responsibility to obtain any required referral from my PCP and to notify OIO of any referral or authorization 
requirements under my health plan. I agree to provide complete and accurate insurance information and to cooperate with OIO in obtaining 
any required prior authorizations or other payer-required approvals. Nothing in this agreement limits any rights or protections afforded to 
patients under applicable federal or state law or applicable payer contracts. I understand that insurance verification, referrals, and prior 
authorizations are not guarantees of payment. Final payment is subject to the terms, conditions, limitations, and eligibility requirements of 
my health benefit plan. 

POLICY CONCERNING PAYMENT 
I agree to promptly pay all amounts for which I am responsible. As a parent or legal guardian, I accept financial responsibility for services 
provided to the patient.  

MEDICAL RECORDS 
Medical record copies may be subject to fees in accordance with applicable state and federal law. Copies of medical records may be 
provided by an authorized third-party records vendor. Once information is disclosed to an authorized recipient, OIO cannot control or be 
responsible for any further disclosure by that recipient except as required by applicable law. 

PHOTOGRAPHY CONSENT 
I authorize OIO to photograph me or, if I am signing as the patient's parent or legal guardian, the patient, for security, patient identification, 
and patient safety purposes during treatment at OIO. I understand the photograph will be retained in the medical record and used for 
identification purposes only. 

PRIVACY 
OIO maintains confidentiality in accordance with HIPAA and applies the minimum necessary standard when using or disclosing 
information. 

TECHNOLOGY USE 
OIO may utilize technology, including artificial intelligence, to support treatment, documentation, care coordination, quality improvement, 
and operational functions in accordance with applicable law. 

EXTERNAL PRESCRIPTION HISTORY 
I authorize OIO to access and review my external prescription history from available electronic sources for treatment, medication 
reconciliation, and care coordination purposes. 

HIE NOTICE 
OIO participates in a Health Information Exchange (HIE), which allows healthcare providers to securely share medical information for 
treatment, payment, and healthcare operations. Participation is voluntary where permitted by law. You may opt out at any time by 
contacting Clinisync. 

RELEASE OF MEDICAL INFORMATION DESIGNATION 
I authorize OIO to disclose limited health information to designated individuals directly involved in my care or payment for my care, 
consistent with the minimum necessary standard. This authorization may be revoked at any time by notifying OIO and will apply 
prospectively to future disclosures. 
I, ________________________________ (print patient name) hereby agree that the following person(s) involved in my care may receive 
medical information about me (friends or family members, not physicians).  

______________________________ ________________________________ _____________________ 
Name                                                   Relationship to patient                             Phone 

______________________________ ________________________________ _____________________ 
Name                                                   Relationship to patient                             Phone 

I acknowledge that I have been offered a copy of OIO's Notice of Privacy Practices. I acknowledge receipt of this Patient 
Authorization and Financial Responsibility Agreement and have had the opportunity to ask questions before signing. 

_________________        ________________________________      _____________________ 
Date            Patient/ Parent or Guardian Signature        Date of Birth 
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