INSURANCE INFORMATION: The raceptionist will make a copy of your insurance card,

FINANCIAL POLICY ~ PAYMENT ARRANGEMENTS AND MEDICAL INSURANCE:
We are sommitiea o provide you the best possible care. If you kave medical insurarice that we do file for, we ars anxious to help you
receive vour maximum allowable benefits. In order to achieve these goals, we need your assistance, and your understanding of our
payment palicy. Payment for services Is due at the fime services are rendered (co-pays where applicable). We accept cash, checks,
money or credit eards for your convenience, Returned checks and balances older than 30 days may ba subject to additional eellection

fess. We appreciate you notitying our office should the nesd arlse to cance! your appointment. A fee could be charged for each timte
that you are = “no show” for your appoiniment, This fas will not be filed with your insurance company.

We will giadiv &y 1o help with questlons relating to your Insurance. You must realize, however, that;
Your msureince: s @ contract between you, vour smployer, and the insurance company. We are not a party to that contract,

1.

2. ur fees are generally considered to fall within ths acceptable range by most companies, and therefore are covered up to the
maximum allowable determinsd by each camier,

3. Hot aii services are a covered beneflt in ali contracts. Some insurance companies arbitrarly selact services they will not
covar. We may esk you to say e statement infarming you of your financial responsibility if one of thesa services apply to you.

We must emonasize as medical care providers, our relationship is with you, not your Insurance company. While the filing of some
insurence dalms 1s a gourtasy that we sxtend to our patients, all charges are your respansibility from the date the servicss are

renderec. ‘We redlize thal temporary financial problems may affect timely payment of your mecount.  such problems do arise, we
promptly for assistance in the management of your account. | have read and understand tha.above

encouragse you o contact us
mentioned Financial Policy.

Date;

X "
Patient or Responisible Other Signature

AUTHORIZATION TO PAY BENEFTTS 'O PHYSICIAN AND TO RELEASE INFORMATION:

| authorize the raiease of payment of all medica) benefits for services rendered by Dr. John Carter to him directly. | realize | am
responsible fo pay all non-covered services, and in consideration of furnishing of medica! and related services, hereby guarantse
payment in {ulf in 30 days or as ctherwlse arranged. | aiso authorize the Physiclian to release any information forthe purposa of

validating ang aetermining heneafits form any insurance cartar.

Data:

X ‘
Patlant or Responsible Other Signature

NAMES OF FAMILY OR OTHER PEREONS WE MAY DISCUSS YOUR MEDICAL CONDITION:

X

MEDICARE RECIPIENTS ONLY:

! request that payment of authorized Madicare benefits be made only an my beha!f for setvices furnished to me &y Dr. John Carter
including physician services. | authorize any holder of medical or other Information about ma to relemse to the Health Care Financing
Administration ang ks agents any information nesdsd to delermine these benefits or banefits for related sarvices,

X
Patient or Respeonsible-Cther Signature Date

ACKNOWLENGEMENT OF OPPORTUNITY TO RECEIVE AND REVIEW DR. JOHN W, CARTER'S NOTICE OF PRIVACY

PRACTICES:;
By my signature peiow, | am acknowledging the followirg:

have recelved andior reviewed Lr. John W. Carter's, Notice of Privacy Fractices

=1

- hrave: been offersd but do not wish b receive and/or review Dr. John W, Carter’s Notice of Privacy Practices.
understand that | may request a copy of the Natics at any time,

Pl

X
Patients Signature Date
x T
Lega Guaratan, Guarantor, or Responazible Party's Slgnature Date
X
Date

Witness to Signatures Only




