Assignment And Release

I assign my insurance benefits to be paid directly to the provider. I am financially responsible for
non-covered services. I also authorize the provider to release any information required to process
this claim.

We send claims to your insurance company as a courtesy. You are responsible for any unpaid
balance within 30 days of receiving our bill.

X X

Patent Signature. (All patients OVER 13 years old required) Date

X X

Responsible Party, Guardian, Parents signature. ' Date
(all patients UNDER =25 years old required)

Financial Responsibility

I understand the appointment time has been held especially for me. X also understand that missed

appointments and canceled appointment less then 48 hours in advance will be billed at 100% of the
rate. Initials

Permission to charge credit card

I will allow FSC to charge my credit card account to avoid 810.00 rebilling fee and keep my account
status current. I also will allow FSC to use my credit card for ANY unpaid balance. Receipt of
payment will be mailed to me immediately. Initials

Credit Card # Exp. Date

Issued under name (the way it appears on the card)#

Max. Allowed (circle one): $25, $50, $100, $150, $200, anybal. due,or $
No more than (circle one): Monthly Bi-Monthly

I decline the above offer because I will make my payment(s) upon each visit.

Initals



