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9 LiBERTY SPINE CARE

King of Prussia Office: Merion Building | 700 S Henderson Rd, Suite 110 | KoP, PA 19406
Sewell Office: 556 Egg Harbor Rd | RFB Surgical Plus, Suite A | Sewell, NJ 08080

Office Phone: 610-265-5795 | Fax: 610-992-9022

Financial agreement

| hereby give authorization for payment of insurance benefits to be made directly to
the provider and any assisting physicians for services rendered. | understand that | am
financially responsible for all charges whether or not they are covered by insurance. In
the event of default, | agree to pay all costs of collection and reasonable attorney's fees.
| hereby authorize this health care provider to release all information necessary to secure
the payment of benefits. | further agree that a photocopy of this agreement shall be as
valid as the original.

Insurance authorization must be obtained before a patient is seen. If | do not inform the
physicians seen in this clinic of my current insurance and the insurance is denied because
of no authorization, | will be responsible for payment. If authorization is not obtained from
the insurance company before my scheduled appointment and | still choose to see the
doctor, | will be responsible for the bill at the time of service.

Act 66 of 1988 requires us to notify you that your physician may refer you for a medical
service, product or device to a facility or business in which he has a financial interest. If
that happens, we will let you know. You always have the freedom to choose an alternate

provider.

Patient Name

Signature of responsible party

Today's Date
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CONSENT FORM
\

Consent for minor

| grant the physicians associated with the practice the authority to administer treatments

and perform such procedures as may be deemed necessary for the patient.

Signature Date

Relationship to patient

Notice of privacy practices h

| hereby acknowledge that | received a copy of this medical practice’'s Notice of Privacy
Practices. | further acknowledge that a copy of the current notice will be posted in the

reception area. | will be offered a copy of any amended Notice or Privacy Practices.

Signature Date

If not signed by the patient, please indicate the relationship between the signee
and the patient:

U Parent or guardian of minor patient

[ Guardian or conservator of an incompetent patient

O Beneficiary or personal representative of deceased patient




