AUTHORIZATION FOR RELEASE OF INFORMATION

I HEREBY AUTHORIZE CLAY COUNTY PODIATRY, LLC and/or
RUSSELL HARMS D.P.M. to release information requested by my insurance carrier
and/or Workers Compensation carrier. Additionally, I authorize CLAY COUNTY
PODIATRY, LLC and/or RUSSELL HARMS D.P.M. to release information to any
hospital or physician I may be referred to by this health care provider.

Date Signature
Relationship to Patient

ASSIGNMENT OF BENEFITS

I HEREBY AUTHORIZE assignment and payment directly to RUSSELL
HARMS D.P.M. of any major medical benefits and/or Medicare due me. I understand
that insurance may not and that Medicare does not pay one hundred percent (100%) of
the medical charges.

I HEREBY ACKNOWLEDGE and agree to pay any and all charges that exceed
or that are not covered by insurance and/or Medicare, including any deductible, I also
acknowledge that I am responsible for reasonable interest, collection fees, attorney fees
for the greater of a) forty percent (40%) or b) $300.00 of the outstanding balance, and/or
court costs incurred in connection with any attempt to collect amounts I may owe.

Date Signature

CONSENT FOR TREATMENT

I hereby request and voluntary consent to such office care, including routine diagnostic
procedures and medical treatment as may be deemed necessary by RUSSELL HARMS,
DPM and/or his designees.

Date Signature

ACKNOWLEDGEMENT OF RECEIPT OF NOTICE OF PRIVACY

PRACTICES

By signing this document, I acknowledge that I have been provided a copy of
CLAY COUNTY PODIATRY, LLC Notice of Privacy Practices.

Date Signature
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