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PAYMENT POLICY

THE PATIENT IS RESPONSIBLE FOR ALL FEES, REGARDLESS OF INSURANCE COVERAGE.

[ UNDERSTAND PAYMENT IS DUE WHEN SERVICES ARE RENDERED UNLESS OTHER
ARRANGEMENTS HAVE BEEN MADE IN ADVANCE WITH OUR OFFICE. IN THE EVENT MY
ACCOUNT IS TURNED OVER TO AN ATTORNEY FOR COLLECTION, I WILL PAY ANY FEE/COSTS
INCURRED.

Should you request your medical records, a charge fee will be incurred.

CONCERNING INSURANCE

| HEREBY AUTHORIZE THIS PHYSICIAN TO APPLY FOR BENEFITS ON MY BEHALF FOR COVERED
SERVICES RENDERED.

I CERTIFY THAT THE INFORMATION I HAVE REPORTED WITH REGARD TO MY INSURANCE COVERAGE IS
CORRECT. | FURTHER AUTHORIZED THE RELEASE OF ANY NECESSARY INFORMATION, INCLUDING
MEDICAL INFORMATION FOR THIS OR ANY RELATED CLAIM, TO MY INSURANCE CARRIER, (OR, IN CASE
OF MEDICARE PART B BENEFITS TO THE SOCIAL SECURITY ADMINISTRATION AND AUTHORIZATION).

A COPY OF THE AUTHORIZATION MAY BE USED IN PLACE OF THE ORIGINAL.

THIS AUTHORIZATION MAY BE REVOKED BY EITHER ME OR MY INSURANCE CARRIER AT ANY TIME IN
WRITING.

SIGNATURE OF PATIENT, INSURED, OR BENEFICIARY DATE

ASSIGNMENT OF BENEFITS

| HEREBY AUTHORIZE PAYMENT OF ALL MEDICAL INSURANCE BENEFITS WHICH ARE PAYABLE TO ME
UNDER THE TERMS OF MY INSURANCE POLICY TO BE PAID DIRECTLY TO THIS PHYSICIAN FOR
SERVICES RENDERED. I FURTHER AUTHORIZE THE RELEASE OF ANY INFORMATION NEEDED FOR
PROCESSING MY INSURANCE CLAIMS. A COPY OF THIS AUTHORIZATION MAY BE USED IN PLACE OF
THE ORIGINAL.

SIGNATURE OF PATIENT, INSURED, OR BENEFICIARY DATE

FOR MEDICARE PATIENTS ONLY

I UNDERSTAND THAT IN CERTAIN CIRCUMSTANCES MEDICARE MAY DECIDE THAT APPROPRIATE
MEDICAL SERVICES ARE NOT MEDICAL REASONABLE OR NECESSARY UNDER THE MEDICARE LAW,
SINCE MEDICARE MAY DENY PAYMENT FOR THESE SERVICES, SUCH AS FLU SHOTS, PAP SMEARS OR
MORE THAN ONE BLOOD SUGAR EACH. I AGREE TO BE PERSONALLY AND FULLY RESPONSIBLE FOR
PAYMENT OF THESE CHARGES.

SIGNATURE OF THE PATIENT, INSURED, OR BENEFICIARY DATE

Women’s Health Corp.
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