Third Party Liability Form

□   MVA

□   WC

□   Other
Date ____________________________
Patient Name _________________________________________________  

DOB __________________________  SS# __________________________

Date of Injury/Accident 

Time 


 State 


Insurance Company ___________________________________________

Address ______________________________________________________

_____________________________________________________________

Contact Person ________________________________________________

Phone Number ________________________________________________

Claim Number ________________________________________________

Additional Information _________________________________________

_____________________________________________________________

FINANCIAL POLICY

All payments and copayments are due at the time of service.  Billing of copayments will be assessed a $5.00 handling fee.  We accept payments in the form of cash or personal check.  I understand that I am responsible to provide the above  insurance information in order for Dr. Shoenberger to bill on my behalf and am financially responsible for all services rendered.  I understand that a finance charge of 1.5% monthly will apply after 90 days and a 35% collection fee is assessed to all accounts referred to the collection agency.  

I give my permission to Dr. Douglas Shoenberger to bill my insurance company.

PATIENT SIGNATURE__________________________
DATE________________
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