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We accept assignment on most insurance carrier’s but YOU are responsible

for any services not covered by your insurance carrier. YOU are responsible

for all charges incurred. You are responsible for any medical fees which your
insurance companles denies for failure on your part to obtain referrals or prior . .
authorizations. You are responsible for services rendered which are not paid for
by your insurance at the time of service such as deductibles, co-pays and for
services which are deemed necessary by our physicians, but are not covered by
your insurance even if your insurance carrier deems the service not necessary.
In the event you fall to pay for services rendered, you agree to pay reasonable
attorney's fees and all costs of collection including court costs if this matter is
referred to an attorney.

Maedical Records Release and Assignment either by Fax or Copies

| hereby authorize my physician Dr. George T. Koulianos or Dr. George Binge to
release any information acquired in the course of my examination or treatment
by Dr. Koulianos or Dr. Inge to my heath insurance carriers, referring physicians,
and any other physicians or hospitals which might provide services to me while
| am receiving services from Dr. George T. Koullanos or Dr. George B. Inge. |
understand that this information is either transmitted through FAX transmission
or copies made of the original document malled via US Post Master.

I have read the above agreement, and understand that | am responsible for
the charges incurred.
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How did you learn of our practice?

Referring Doctor:




