
TOWSON PEDIATRICS
Patient Registration


PATIENT AUTHORIZATION FORM

PATIENT NAME:______________________________________________

AUTHORIZATION  TO RELEASE INFORMATION:

[bookmark: _GoBack]I understand that I am financially responsible for all charges not covered by this authorization. I hereby authorize the release of medical information pertaining to medical treatment requested by my health insurance carrier or the Health Care Financing Administration and its agencies  for determination of benefits coverage.


_________________________________________		_________________________
Authorized Signature					Date




____________________________________________________________________________

AUTHORIZATION TO PAY INSURANCE BENEFITS:


I understand that I am financially responsible for all charges not covered by this authorization. I hereby authorize payment directly to the above named physician, or his/ her billing administration. Otherwise payable to me but not to exceed the regular charges for the services provided. I acknowledge additional charges, and or copay(s) could be associated with well visit once billed to insurance based on services provided that day; and will be held responsible for any additional fees.

_________________________________________		_________________________
Authorized Signature					Date


