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ASSIGNMENTANDAUTHORIZATION 

I,	 , hereby authorize Metro Orthopedics & Sports Therapy 

(M.O.S.T.), at 8401 Colesville Rd, Metro Level, Suite 50, Silver Spring Maryland 20910, to furnish my attorney 

_________________, Esq. And/or insurance Company, 

Medical Reports which he/she or they may request in reference to the injuries sustained by myself, spouse or 

child, on _ 

I further authorize and direct said attorney or insurance Company to pay in full from the proceeds of 

any recovery in my case whether said proceeds are recovered as result of compromise, collection of judgment or 

monies from PIP, MED PAY, NO FAULT or nay other insurance policy, to Metro Orthopedics & Sports 

Therapy, for professional services (including fees for preparation and testimony), to myself, my spouse or my 

children, as a result of the injuries heretofore mentioned. I understand that payment of services is not contingent 

upon recovery and that it does not relieve me of my personal primary obligation to pay for those services when 

rendered. I also agree to pay cost incurred in the collection of these charges including reasonable attorney fees. 

I hereby agree to waive the defense of the statue of limitations as it pertains to any claim filed against 

me beyond three years (or any other statutory period), after services were rendered. 

It is further understood it is my responsibility to keep my balance with M.O.S.T. current. 

Signed:	 _ 

Address:	 _ 

Witness:	 Date: _ 

The undersigned attorney or insurance company agrees: 

1.	 To comply with the above "Authorization and Assignment" 

2.	 To ~vithhold and pay from my proceeds from settlement, collection of judgment, PIP, MED PAYor
 

other insurance proceeds the amount of the charges at Metro Orthopedics & Sports Therapy after
 

contacting the office for current balance
 

3.	 To advice within ten days of M.O.S.T's request the status of the above reference claim. 

4.	 To notify M.O.S.T immediately of any change in the status of the claim in which may preclude payment 

of the accrued charges. 

5.	 To require any attorney to whom the undersigned refers this case, within or outside the firm, to honor 

this assignment, as a condition of referral. 

To furnish home and work address information about the patient and family to aid in collection of the bills. 

Attorney's name: _ 

Attorneys address: _ 

Attorneys phone number: _ 

Date: Attorneys signature: Esq. 

Attorney: Please complete the above, date, sign and retum this agreement 10 M.O.S.T. Medical records will be forwarded upon receipt
 

of this fonn. Please keep one copy for your records.
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