
1. INDIVIDUAL’S FINANCIAL RESPONSIBILITY

2. INSURANCE AUTHORIZATION FOR ASSIGNMENT OF BENEFITS
 

        
3. AUTHORIZATION TO RELEASE RECORDS

   

I understand that I am financially responsible for my health insurance deductible,
coinsurance or non-covered service.

Co-payments are due at time of service.

If my plan requires a referral, I must obtain it prior to my visit.

If I am uninsured, I agree to pay for the medical services rendered to me at time of
service.

In the event that my health plan determines a service to be “not payable”, I will be
responsible for the complete charge and agree to pay the costs of all services
provided.

PATIENT RESPONSIBILITY FORM

Signature of Patient, Authorized Representative or Responsible Party Date

IT IS YOUR RESPONSIBILITY TO BE AWARE OF YOUR INSURANCE COVERAGE,
POLICY PROVISIONS, EXCLUSIONS AND LIMITATIONS AS WELL

AS AUTHORIZATION REQUIREMENTS.

Relationship to PatientPrint Name of Patient, Authorized Representative or Responsible Party
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