Mountain Sun Massage & Skin Care
Please provide the follow information so that we may bill your insurance company.
Patient Information:

First Name _______________________   Last Name __________________________   Date of Birth _____/______/______
Address _______________________________________ City ___________________________ State ______ Zip ______________
Gender:  M / F   

Patient Relationship to Insured:   Self / Spouse / Child / Other           
Insured Name ​​​​​​​​​​​____________________________________                Insured DOB ​​​______/______/_______                      
Patient Status:       Single / Married / other             Employed / Full Time Student / Part Time Student
Referring Physician ________________________________________________ Date of Injury _____________________   

Is your condition related to a Motor Vehicle Accident? Y / N   (if you marked yes, please complete the following):
Insurance Company ____________________________   Do you have PIP coverage for medical payments? Y/N
Claim Adjuster Name ___________________________   Phone: __________________________________ Ext: ______________
Claim Number ____________________________________ Fax: _____________________________________

Billing Address __________________________________________   City ____________________ State _______ Zip ____________

Policy Holder Name ____________________________   Patient’s relationship to policy holder ____________________
Briefly describe the accident ____________________________________________________________________________________

______________________________________________________________________________________________________________________

The information that I have given is complete and correct to the best of my knowledge.

Assignment of benefits: My signature below authorizes any direct payment of medical benefits for services billed to my health care provider. 

Release of medical records: My signature below authorizes the release of my medical records including intake forms, chart notes, reports, and billing statements to my attorneys, health care providers, and insurance case managers for the purpose of processing my claims. I will inform my practitioner immediately upon signing an exclusive Release of Medical Records with my attorney.

Financial Responsibility: My signature below indicates that I understand that it is my responsibility to pay for all services provided. In the event that my insurance company denies payment or makes a partial payment I am responsible for the balance. If you have contracted with my insurance company at a discounted rate and the agreed upon fee has been satisfied, then the balance will be waived. 

_______ I agree to have my credit card charged 90 days after treatment if the balance has not been paid.  
             Mt. Sun will notify me before charging my credit card.
X __________________________________________________________________________________________________________________

Signature of Patient






Date

