
Please remember that insurance is considered a method of reimbursing the patient for fees paid to the doctor and is not a substitute for payment. 
Some companies pay fixed allowances for certain procedures and others pay a percentage of the charge. It is your responsibility to pay any 
deductible amount, co-insurance, or any other balance not paid by your insurance carrier.  

I acknowledge full responsibility for payment of services. This signature on file is my authorization for the release of information necessary to 
process my claim. I hereby authorize payment directly to the doctor named on the insurance claim form otherwise payable to me. 

May we contact you via text message? 
May we contact you via e-mail?

COMMUNICATION YES NO

Tobacco ________________________________ packs per day. Alcohol ________________________________ oz. per day 
SOCIAL HISTORY
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