








Atlanta Surgery Associates will notify you in writing, via certified mail, if you are discharged from care. 

I have read and understand the above information, and I agree to the terms described: 

Patient/Guarantor Signature ___________________ Date ____________ _

Self-Pay 

I do not have health insurance and will be responsible for services rendered here at Atlanta Surgery Associates. I agree to 
pay Atlanta Surgery Associates, the full and entire amount of treatment given to me or to the above named patient at each 
visit. 

i 

Patient/Guarantor Signature ___________________ Date ___________ _

FMLA Paperwork 

FMLA forms or Short Term disability paperwork needs to be given to us at least 5 days in advance of your surgery. There 
is also a charge of $50 for AL� paperwork to be filled out that needs to be paid before we will complete. This fee is not 
billable to your insurance company. Additionally, any balance on your account must be paid prior to these forms being 
filled out. 

Patient/Guarantor Signature ___________________ _____:Date ___________ _

Motor Vehicle Insurance (PIP) 

I do not have health :insurance. I request my claims be submitted to my motor vehicle carrier. I understand I 
will be responsible for bills :incurred by me in the event my PIP benefit exhausts or denies. 

Patient/Guarantor Signature ___________________ Date ____________ _






