Patient Signature Form

This could be a direct link to your e-sighature page!

All fields marked with * are required and must be filled.

Eatient First Mame Patieni Last Mame

k3
Applicable Dates of Service: From o 4
Ragquinng signature 1o aulhonze:
« |authonize the submissicn of a claim for paymant (o Medicare, Medicaid, or any olher

payor for any servicas provided Lo mea by the safvice provider.

«  lunderstand that | am financiaily responsible for tha services and supplies provided
1o me, regardless of my iNSurance eoverage, and in somea gasas, may be responsibie
for an amaount in addition to Wwhat i paid by my iRsurance.

« | agrae lo immediately remit any payments [ receivedirectly from insurance or any
other source for the services previded to me and assign all rights Lo such paymeants
Lo the service provider.
othar adverse decisions on my behalf without further authorization.

« lauthorize and direct any holder of medical information ar olhes ralevant
documeantation aboul ma o release sueh information Lo service provider, it billing
agants, the Cenlars for Medicare and Medicaid Services, andfar any othar payers or
insurers, along withtheir respeclive agents or contraclors, as may be necessary 1o
determine benalils payable for services providad o me, whether now, i the past, o

in the futura. Acopy of this form is as valid as an original.
3 Patient Signature (or Authorized Representative)
irs ijlarrn:-. ,‘ LE' 5t Mame . Date
Authorized Representative

Choose One -

If signing on behalf of the patient, please indicate relationship

Ftatioreshig



