PATIENT INSURANCE INFORMATION

PATIENT NAME

PRIMARY

INSURANCE CARRIER:

SUBSCRIBER’S NAME: RELATION:

|.D. NUMBER: INSURANCE PHONE:

GROUP NUMBER OR NAME:

INSURANCE BILLING ADDRESS!

STREET ADDRESS OR P.O. BOX

CITY STATE ZIp CODE
SECONDARY INSURANCE CARRIER:
SUBSCRIBER’'S NAME: RELATION:
1.D. NUMBER: INSURANCE PHONE:

GROUP NUMBER OR NAME!

INSURANCE BILLING ADDRESS!

STREET ADDRESS OR P.O. BOX

City STATE Zip CODE

EE o

***AS A SERVICE TO OUR PATIENTS, WE ARE HAPPY TO PROCESS YOUR HEALTH
INSURANCE CLAIMS FOR YOU. HOWEVER, IT IS IMPORTANT FOR YOU TO
UNDERSTAND THAT IT IS YOUR RESPONSIBILITY TO KNOW YOUR OWN INSURANCE
BENEFITS AND ELIGIBILITY. IF YOU HAVE ANY QUESTIONS OR NEED ANY
INFORMATION REGARDING OUR PARTICIPATION STATUS WITH YOU INSURANCE
COMPANIES, CONTACT YOUR CARRIER OR FEEL FREE TO ASK US.

ASSIGNMENT AND RELEASE: | HEREBY ASSIGN MY INSURANCE BENEFITS TO BE
PAID DIRECTLY TO: MICHAEL M. PAPALIAN, M.D. | UNDERSTAND THAT | AM
RESPONSIBLE FOR OBTAINING ANY INSURANCE AUTHORIZATION FOR SERVICES
RENDERED HERE AND THAT | AM FINANCIALLY RESPONSIBLE FOR NON-COVERED OR
NON-AUTHORIZED SERVICES. | FURTHER AUTHORIZE MICHAEL M. PAPALIAN, M.D.
TO RELEASE TO MY INSURANCE CARRIERS ANY INFORMATION REQUIRED TO
PROCESS MY CLAIMS.

SIGNED: DATE:
(PATIENT OR GUARDIAN, IF MINOR)




