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|1 Primary Insurance
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; 1 Who Do We Contact in Case of Emerqencv

1
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Responsible Party for Account (if different from patient)

*> We invite you to discuss with us any questions regarding our services

»J« Our policy requires payment in full for all services rendered at time of visit, unless other

arrangements have been made with the business manager.

<* 1 authorize the staff to perform any necessary services needed during diagnosis and treatment. 1

also authorize the provider to release any information required to process insurance claims.

<* 1 am aware of Notice of Privacy Practices on File
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