
Consent Form

Arthritis
Cartilage repair
Foot & ankle
Hand, wrist & elbow
Hip replacement
Joint reconstruction & 
   total replacement
Knee replacement

Low back pain
Pain management
Physiatry
Pediatric orthopaedics
Shoulder
Spine & neck
Sports medicine

Our subspecialties:Our Physicians:
Jerome P. Reichmister, M.D.
Larry Becker, M.D.
William I. Smulyan, M.D.
Robert D. Keehn, M.D.
Mark S. Rosenthal, M.D.
Robert Riederman, M.D.
Steven L. Friedman, M.D.
Ian M. Weiner, M.D.

Barry J. Waldman, M.D.
Jon D. Koman, M.D.
Jason Phipps Brokaw, M.D.
David P. Buchalter, M.D.
Peter R. Jay, M.D.
Lisa J. Grant, M.D.
Benjamin N. Carr, III, M.D.
Mark A. Deitch, M.D.

Patient:________________________________________________________________________________

Employer:_____________________________________________________________________________

Claim Group:__________________________________________________________________________

SS#/ID#_______________________________________________________________________________

I hereby instruct and direct __________________________________________________ Insurance Company to 
pay by check made out and mailed to:
	 OrthoMaryland
	 2700 Quarry Lake Drive
	 Suite 300
	 Baltimore, MD 21209

If my current policy prohibits direct payment to OrthoMaryland, I hereby also instruct and direct you to make out 
the check to me and mail to me as follows: ____________________________________________________________________________________________________________	

For the professional or medical expense benefits allowable, and otherwise payable to me under my current insurance 
policy as payment toward the total charges for the professional services rendered. This is a direct assignment of 
my rights and benefits under this policy. This payment will not exceed my indebtedness to the above mentioned 
assignee, and I have agreed to pay, in a current manner, any balance of said professional service charges over and 
above this insurance payment.

A photocopy of this Assignment shall be considered as effective and valid as the original.

I also authorize the release of any information pertinent to my case to any insurance company, adjuster, or attorney 
involved in this case.

I authorize OrthoMaryland to initiate a complaint to the Insurance Commissioner for any reason on my behalf.

Date:________________________________________________

Signature of Policyholder:_ _______________________________ Witness:____________________________

Signature of Claimant, of other than Policyholder:________________________________________________


