Patient Consent for Financial Responsibility

Patient’s Name________________________________

Patient’s Social Security #_______________________

You will be responsible for any allowed amounts you insurance company does not cover, such as deductible, co-insurance, and denied claims.  If you do not have insurance for which I am a provider, payment in full is expected at the time of the visit.  

I authorize the release of any medical or other information needed to process claims for myself or the patient for whom I am a guardian.  I further authorize the patient’s insurance company to pay the patient’s benefits directly to Sharon Collison, M.S., R.D., LDN, CSSD.

I understand that:  (mark the appropriate box)

___
An authorization number from my insurance company is not a guarantee of payment.  Although I have an authorization for services at this time, I agree to be financially liable for any payment incurred for these services.

___
A referral form/authorization from my Primary Care Physician/Referring Physician may be required for these services.  I acknowledge that I do not have a referral form/authorization with me at this time, but I choose to receive these services without the required referral form/authorization.  I understand that without the appropriate referral form/authorization, my insurance carrier may not make payment and I agree to be financially liable for any payments incurred for these services.

___
The services I am about to receive are non-covered services for which my insurance carrier may not make payment and I agree to be financially liable for any payments incurred for these services. 

__________________________




__________________

Patient/Guarantor Signature





Date

