Our Financial Policy - HRT
PERSON LEGALLY RESPONSIBLE FOR ACCOUNT








Email________________________________________
Last Name: ___________________________________ 
First Name: ___________________________ MI: _____

Billing Address _______________________________ 
City ___________________ST ______ ZIP __________

Telephone (H) _________________________           M or F
   SSN __________-_________-_____________  

Relationship to Patient _________________________
Date of Birth ________/_________/___________     

Employer ____________________________________ 
Occupation ____________________________________

Employer Address _____________________________
City ___________________ ST ______ ZIP __________

Employer Phone Number _______________________ 
H R Contact ___________________________________
Waiver of Liability Notice

Patient Name: _____________________________________ Date of Birth: _______________________________

Insured Name: _____________________________________ Date of Service: _____________________________

Insurance: ________________________________________ Policy/Group # ______________________________

Account Payments:  In order to minimize your health costs, we request payment when services are rendered.  We will bill your insurance if we are a participating provider or prior arrangements have been made.  We cannot guarantee payment.  It is ultimately your responsibility to know the benefits of your plan.
Assignment of Benefits:  I authorize direct payment of benefits on my behalf to Dr. Herb and to all independent contractors providing services to me at the clinic.
Authorization to Release Information:  I authorize the clinic to release diagnostic and clinical information to third party payors and/or their reviewing contractors, who may be responsible for payment of services provided to me at the clinic, when such information is needed to determine coverage for a claim or other related claims. I also authorize clinical information to be released to referring physicians and other facilities for the purpose of my continued health care.

Medicare Authorization:  I certify that the information given by me in applying for payment under Title XVIII of the Social Security Act is correct.  I request that payment of authorized Medicare benefits be made either to me or on my behalf for any services furnished to me by the clinic.  I authorize any holder of medical or any other information about me to release to the Health Care Financing Administration and its agents any information needed to determine these benefits or benefits for related services.

Supplemental/Private Insurance:  If accepting assignment, I authorize my private or secondary insurance to submit payment directly to this physician or clinic for coverage of services rendered under his care.
Non-covered Services:  I understand that my insurance may not cover this procedure. The cost of this service has been explained to me, and I will pay for any amount that my insurance does not cover.

I CERTIFY THAT I AM THE PATIENT (OR, I AM DULY AUTHORIZED BY THE PATIENT TO ACT ON HIS/HER BEHALF), AND THAT THIS FORM HAS BEEN FULLY EXPLAINED TO ME, THAT I UNDERSTAND ITS CONTENT AND SIGNIFICANCE, AND THAT I ACCEPT THE TERMS OF TH IS AGREEMENT AS STATED.

Professional fees for services are due upon completion of treatment.  I agree to be responsible for all co-pays or any denied procedures or claims from my insurance company.
How will you be paying?  Cash _______ Check _______ Credit Card ______ Insurance _______

Signature _____________________________________________ Date _____________________


    I authorize payment of medical benefits, (if minor, signature of parent or guardian)
