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PATIENT INFORMATION FORM
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RELEASE OF MEDICAL INFORMATION/ELIGIBILITY GUARANTEE FORM

I, ¢ hereby certify
that I am eligible for health plan coverage as indicated on
my information form. I understand that if a primary care
physician is regquired by plan that it is my
respongibility to notify the insurance company prior to
receiving services. If any of the above information is not
true or if I am not eligible under the terms of my coverage,
I understand that I am liable for all approved charges for
services rendered.

I avthorize the release of any medical or other information
neceggary to process my insurance claims.

I hereby authorize my insurance benefite be paid directly to
the physician and I am financially responsible for
nopcovered services. I also authorize the physician to
releage any information to process thia claim.
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