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F INANCIAL & INSURANCE INFORMATION

Patient Name: Patient Social Security Number: - - Patient Birthdate: _ / _ /
Primary Insurance Medical Coverage? U Yes 01 Na Dental Coverage? U Yes 0 No Chirepractic Coverage? O Yes 1 Mo
Insurance Co. Neme: Phone #: | ' Groug # [Plan, Local or Policy #):
Insurance Co. Adkress:
Stree-/PO Box City State Tip
Insured’s Mame: Insured’s Social Security #: Insured's Birthdate: _ /7 Relatficn:
Insured’s Employer- Employer's Address;
Street/PC Box City State Jp
Secondary Insurance Medical Coverage? 1 Yes U No Dental Coverage? O Yes 0 Mo Chiropractic Coverage? O Yas 11 No
Insurance Co. Name: Phone #: | ] Group # {Plan, Lecal or Policy #):
Insurcince Co. Address:
Sireel/ FC Bex City State Zip
Insureds Name: Insured's Social Secu-ity #: Insured’s Birthdate: __ /_ / Relation:
Insured's Employer: Employer's Address:
Sireet/PO Box Cty Sote ir

AGREEMENT TO PAY FOR TREATMENT

The patient and responsible party listed below hereby agree to pay all charges submitted by this office during the course of treatment for the patient. If the pafient
has insurance coverage with a mancged core arganization with whom this office has a contractual ogreement, the patient and/or responsible party agree to pay
al! applicable co-payments and deductibles which arise during the course of treatment for the patient. The patient and/or responsible party alsa agree lo pay for
ireatment rendered to patient which is not considered to be o covered service by third party insurers or payors.

Signature Date
My methed of poyment will be: U Cosh 3 Check 1 Credit Card.  Credit Card #: Expiration Date:
Signature Dete

If 1 do ret pary the entire new balance within 25 days of the monthly biliing date, a lute charge of 1.5% on the balance then unpaid and owed will be assessed each
month {if allowed by law). | realize that failure to keep this account current may result in my being unable to receive additional services except for emergencies or
when there is prepayment for additional services, In the case of default on payment of this account, | agree to pay colledtion costs and reasoncble afterney fees
incurred in attemnpting to collect on this amount or any Ruture cutstanding account balances,

RELEASE AND STATEMENT TO PERMIT PAYMENT OF PRIVATE INSURANCE EEMNEFITS TC PROVIDER

I, {We), the undersigned patient and/ar resgonsible porty hereby jointly authorize this office, its agents/employees to release and disclose all or any part of the

patfent’s medical records to any entity which is, or may be liable, for all or part of the provider cherges.

I, (wel, avhorize the release and disdosure of any and all of my medical records to any other entity, including, but not limited to, referring physicians, hospitals, or
oter health core providers, which may be of ossistance in the epinion of this office, in providing for the Ireciment of the patient.

I, (Wel), authorize the refease of records necessary to assist in the reimbursement of benefits to which |, {We) may be entiflad. 1. IWe) autharize this office and/or its
employees to release, via fax machine, medical records which are needed in order to provida patient with the most appropriate medical care.

|, {We), authorize and reguest that payment of any third-porty or insurance company benefits be made to this office for any services furnished fo patient. The signatures

furnished below shall suffice for all inscrance forms on o continuing basis.

Signature of Patient Date Signature of Insured Dole
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