Bar Assoclation Montgomery

of County
Montgomery Medical
County Soclety
QUINCE ORCHARD MEDICAL CENTER
14800 Physicians Lane #231
Rockville, MD 20850
Health Care Provider: {36‘1)762-6685 DATE:

ASSIGNMENT AND AUTHORIZATION

You are bereby authorized to disclose and/or furnish my attoraeys, - .
any and all medical information, records aad bills in your possession (including any and all medical information, records and bills
from 20y other Health Care Provider) which they request in refereace to any illaesses and injuries suffered by
including but pot limited to the injuries which were sustained oa % . The
sutborization o obtain medical records and information contained in this paragraph expires one year from this date unless extended
or reaewed in writing by me., ~

I further, irrevocably assign to you, and authorize and direct said attorneys to pay from the proceeds of any recovery in my case
all reasooable fees for services provided by you, including fees for preparation and testimony, as a result of the injury or coadition
beretofore meationed. [ understand this in po way relieves me of my personal primary obligatioa to pay for such services and that
the signing of this form does not prohibit customary billing by you. All bills shall be paid promptly in the usual manner,

It is further understood that the statute of limitatioas in this State is three (3) years from the time said services were last performed
and [ further understand that because of long delays in trial dockets, many cases are oot tried or settled until 8 date which is beyood
the (3) years after the last service was performed. In view of this, I bereby agree that the statute of limitations with respect to any
claim for services meationed above will not begin-to run until there is a deaial in writing by us of any balance claimed to be due and
owing to you by me.

Witness: Sigoature:
Name:
Date: _ s Address:
Rehh’bns!n’p to Patieat:

THE UNDERSIONED ATTORNEY FOR THE PATIENT REFERRED TO ABOVE HEREBY AGREES TO COMPLY FULLY WITH THE FORBOOING:
*AUTHORIZATION AND ASSIGNMENT® AND AGREES TO ADVISE THE NAMED HEALTH CARE PROVIDER IN WRITING THE STATUS OF THE
CLAM OF THB PATIENT WITHIN TEN (10) DAYS OF THE REQUEST. I AGREB TO NOTIFY THE PHYSICUN [P | DISCONTINUB
REPRESENTATION OF THE CLIENT,

-

Date: ' Attorney. Sigoature:

Firm Name

Address

. ¢ 0 & ¢ ¢
THIS PORM HAS BEEN ADOPTED ON MARCH $, 1990, BY THE INTERPROFESSIONAL COMMITTEES OF THE BAR ASSOCIATION OF
MONTGOMERY COUNTY, THE MONTOOMERY COUNTY MEDICAL SOCIETY, AND THE EXBCUTIVE COMMITTEES OF BOTH
ASSOCIATIONS. STH PRINTING SEPTEMBER 22, 1993,



