
I realize that my insurance coverage is a contract between myself and the insurance company and that not all services are covered benefits in all health plans.  I am
ultimately responsible for any unpaid balance on my account for any professional services rendered.  I understand any reduction of payment or denial of payment by my
insurance company due to “usual and customary rates” is my responsibility to pay.  I hereby assign to the above named physician the medical benefits to which my
dependents or I are entitled.  I authorize the release of any medical or other information necessary to process this claim and/or to collect this debt.  I hereby agree to pay a
finance charge at the rate of 1 1/2 % per month (18% per year) on all unpaid balances commencing 60 days from the date of service.  In addition, I agree to pay any
additional charges to collect my unpaid bills, including but not limited to, reasonable attorney fees, and court costs and collection agency fees.  I agree to pay a $20 service
charge on all return checks.  By signing below, I do affirm that I have read all the above information and have answered all questions truly and to the best of my ability.  I
also affirm that I understand the contents of this document.

Signature of Patient Date

Signature of responsible party if other than patient Date


