Medical Acne & Skin Care, pllc

Insurance Billing Agreement
Patient Name Date of Birth
Address Phone

City, State, Zip
Emergency Contact (name, phone)

Email (for invoicing of non-covered charges)
--Let us know if you prefer U.S. Mail for invoices

Policy holder (if different from patient)
--Relationship to patient: Holder's Date of Birth
--Address

--City, State, Zip

Release aof Records for Billing andfor Payment Purpases: | herehy authorize release of any relevant medical’'clinical information
{writéen, and'ar verhal ) to whomever & respansible for hilling and’or payment of services.

Confidemiality: | understand that Medical Acne & Skin Care, Inc. will not release any medical information without my permissian
with the exception of mfarmation that may be exchanged for medical billing and between thase programs specified m a signed
qualified services arganzation or busmess associade agreement between the agencies ar mformaton needed m a medicalhealth
smergency. | understand that there ane some hmitations, as xlentified by state and federal bhw.

Insurance, Medicare, and’ar Medicaid Tle XIX Autharization: | authorze payment of insurance benefits directly to Medical
Acne & Skin Care, Inc. [ understand that | am persanally respansible for charges not covered by the payar, and understand that |
retam respansibility for all payments. If Medicare or Medxaid is a source of payment for trestment services, | understand that |
have specific rights and respansibilities under the Social Security Admimstration and Medxaid Rukes.

| have read the preceding information; understand and agree withitand the conditions of billing services as stated.

Signature of Patient or Responsible Party Date






