PATIENT INFORMATION FORM

PATIENT NAME:___________________________________________________

WHICH DOCTOR REFERRED YOU?______________________________________

REFERRAL’S ADDRESS:_____________________________________________

CITY, STATE, ZIP:_______________________________________________

PHONE NUMBER:________________________FAX NUMBER:________________

______I consent to treatment necessary for the care of the above   named patient.

______I authorize the release of all medical records to the 

referring and/or family physicians and to my insurance and/or 

attorney, if applicable.

______I allow fax transmittal of my medical records, if    

necessary.

______I acknowledge full financial responsibility for services 

rendered by Bruce R. Beavers, MD and authorize transfer of all 

unpaid amounts to my Visa/Mastercard after 120 days from the 

date of service.

______I understand that payment of charges incurred is due at  

the time of service unless other definite financial arrangements 

have been made prior to treatment.

______I agree to pay all reasonable attorney fees and collection 

costs in the event of default of payment of my charges.

______I further authorize and request that insurance payments be 

made directly to Bruce R. Beavers, MD should he elect to receive 

such payment.

I have read and fully understand the above consent for treatment, financial responsibility, release of medical information, and insurance authorization.

_____/_____/_____ ______________________________________________

