
Information and Assignment of Benefits
I authorize the release of any medical information necessary to process this claim. I permit a 
copy of this authorization to be used in place of the original.

I hereby authorize Dr. Steinberg to apply for benefits on my behalf for covered services rendered 
by him or by his order.  I request that payment from my insurance company be made directly to 
Dr. Steinberg.

I certify that the information I have reported with regard to my insurance coverage is correct.  I  
understand that I am financially responsible for all charges including costs of collection and 
litigation if necessary.

Date____________________________Signature______________________________________
                                                                                           (patient, parent, or guardian)
Physician Financial Responsibility 
Under Florida law, physicians are generally required to carry medical malpractice insurance or 
otherwise demonstrate financial responsibility to cover potential claims for malpractice.  YOUR 
DOCTOR HAS DECIDED NOT TO CARRY MEDICAL MALPRACTICE INSURANCE.  This 
is permitted under Florida law subject to certain conditions.  Florida law imposes penalties 
against non insured physicians who fail to satisfy adverse judgement arising from claims of 
medical malpractice.  This notice is pursuant to Florida law.

Date____________________________Signature______________________________________
                                                                                          (patient, parent, or guardian)
Medical Malpractice Agreement
Further, I understand that I am entering into a contractual relationship with Irwin C. Steinberg, 
MD, LLC for professional care.  I further understand that meritless and frivolous claims for 
medical malpractice have an adverse effect upon the cost and availability of medical care, and  
may result in irreparable harm to a medical provider.  As additional consideration for 
professional care provided to me by Irwin C. Steinberg, MD, LLC, I (the patient) and/or my 
representative agree not to advance, directly or indirectly, any false, meritless, and/or frivolous 
claim(s) of medical malpractice against Irwin C. Steinberg, MD, LLC.

Furthermore, should a meritorious medical malpractice case or cause of action be initiated or  
pursued, I (the patient) and/or my representative agree to use ABMS board-certified expert 
medical witness(es) in the same or similar specialty as Irwin C. Steinberg, MD, LLC. 
Furthermore, I agree that these expert witness(es) will adhere(s) to the guidelines and/or code of 
conduct defined by the specialty society(ies) for expert witnesses in the area(s) of medicine that 
would typically have the background and experience to opine on such a case.  In further 
consideration for this, I, Irwin C. Steinberg, MD, LLC, agree to the same stipulations.

________________________________                                  _____________________________
               Date            Patient


