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PATIENT REGISTRATION & ACKNOWLEDGEMENT OF INSURANCE/BILLING
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:: City, State, Zip Code Patient Social Security #
o
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o O pAD
O mom
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Last Name, First Name, Middle Initial of Insurance Policy Holder - (Subscriber) Policy Holder’s Social Security #
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<ZE Primary Insurance Company (Copy of Current Insurance Card Required) Co-Pay Policy Holder’'s Date of Birth
nd
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By signing/acknowledging this document, | hereby authorize and/or understand (a) payment of insurance benefits otherwise due to me to
be made directly to the Center for Pediatric and Adolescent Medicine, (b) the release of information to insurance companies as needed to
file for payment for services incurred, (c) the Center for Pediatric and Adolescent Medicine to obtain records from other sources as may
be necessary in the diagnosis or treatment of the stated patient, and (d) | am financially responsible for payment to the Center for
Pediatric and Adolescent Medicine for charges related to services provided to or incurred by me or my dependents including but not
limited to co-pay and co-insurance amounts, deductible amounts, charges for treatments not covered by insurance, and/or insurance filed
with inaccurate/terminated coverage information, (e) the Center for Pediatric and Adolescent Medicine will bill me directly any balances
for office visits, services and/or procedures should the insurance company | provided to them not respond to the filing of the medical
claim within 90 days of the date of service, and (f) to the best of my knowledge, the information presented by me is accurate and correct.
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