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I hereby authorize the release of requested medical information and / or records to my primary care physician, insurance company, third party review organization, peer review
physician, employer or their representatives.
I understand that I am responsible for all charges not paid by my insurance company, subject to any contractual limitations between my physician and insurance company or managed
care network.
I understand that I am responsible for promptly responding to my insurance company to provide any additional information they may request regarding my treatment, pre-existing
conditions, accidents or other insurance coverage.  Failure to respond in a timely manner may result in my account becoming due and payable, in full, immediately.
I will be prepared to present my insurance card and proof of identity (e.g. driver's license) at each visit.  I will provide a change of address, telephone number and / or insurance
information any time a change occurs.
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PLEASE PRINT
Thank you for selecting us to be a part of your healthcare team.  We know that this is an important decision and we will work hard to justify your confidence in us.
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