




SILKISS EYE SURGERY 

400 29th STREET, SUITE #315 

OAKLAND, CA 94609-3548 

 
AUTHORIZATION TO RELEASE MEDICAL RECORDS 

I hereby authorize Silkiss Eye Surgery to release records to my medical practitioner, hospital, clinic, 

or other medical or medically related facility, insurance company, or employer, any information 

regarding my condition.  A photocopy of this authorization shall be considered as effective and 

validated as the original. 

 

________________________________________  _______________________________________ 

         Patient or guardian signature     Date 

 

 

AUTHORIZATION TO PAY BENEFITS TO PHYSICIAN 
I hereby authorize payment to be made directly to Silkiss Eye Surgery for the medical and/or 

surgical benefits provided to me.  If my insurance company should deny payment for any service 

received, I will be responsible for payment. 

 

________________________________________  ________________________________________ 

         Patient or guardian signature     Date 

 

 

MANAGED CARE AGREEMENT 
As a member of a managed care plan, I understand that, in most cases, I am responsible for obtaining 

authorizations from my primary care physician.  I also understand that if I do not obtain the proper 

authorization I will be responsible for the cost of my visit. In signing this agreement, I acknowledge 

my financial obligation and agree to work with Silkiss Eye Surgery to obtain insurance authorization 

for each visit. 

 

________________________________________  ________________________________________ 

         Patient or guardian signature     Date 

 

 

HIPAA ACKNOWLEDGMENT  
I acknowledge that I have read the HIPAA Notice of Privacy Practices. 

 

________________________________________  ________________________________________ 

         Patient or guardian signature     Date 

 

 

CANCELLATION POLICY 
A $100.00 cancellation fee may be charged for a no show or late cancellation (within 24 hours) 

 

________________________________________  ________________________________________ 

         Patient or guardian signature     Date 
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