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ALL PROFESSIONAL SERVICES RENDERED ARE GHARGED TO THE PATIENT, NECESSARY FORMS WILL BE COMPLETED TO HELP EXPEDIT
INSURANCE CARRIER PAYMENTS. HOWEVER, THE PATIENT IS RESPONSIBLE FOR ALL FEES, REGARDLESS OF INSURANCE COVERAGE. IT|
ALSO CUSTOMARY TO PAY FOR SERVICES WHEN RENDERED UMLESS OTHER ARRANGEMENTS HAVE BEEN MADE IN ADVANCE WIT
MANAGEMENT.

 understand my signature requests Ihat payment ba made and authorizes rélease of medical information necassary to pay tha claim. | understand insuran
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al the time of my visit.
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