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Th6 above ntormal  on is  complete and co(ecl .  I  hereby author ize.e ease o l  in iormat ion necessary lo  l ie  a c  a im wi th my insurance company
and I  ass ign benents o lherw se payable to lhe doclor  o.  group ind caled on the c la im.  I  unders land lhal  I  am l inancia l ly  responsib le lor  a l l
charges lor  medical  serv ices rendered regardless o l  insurance cove.age Un ess your  lns! ranc6 is  a Vis ion Po icy,  Bel rac l ion Charge is  nol
covered.  Paymenl  s  pat ienl  s  respons b i  i ly .  A copy o l  the s ignalure is  as val  d as the or lg inal .  l i  pat ienfs accounl  is  over  paid and a credi l  is
sma ier  than $2 00,  a re l !nd check w l l  no l  be issued due io handl ing expense.
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