
I authorize my insurance benefits to be paid directly to rhe physiciar ard I aE. finfflcially responsible for all charges. I hereby consent ro
*te reiease and re:disciosure of my mediial record to enable or facilitate the collection, veri|lcation or settlement of my accouat for aly
amounts due from me or any third pa y payor, health maimelance orgadzation, i.osurer or r;ther heallh benefit plan. This consent

applies ro LMC,PC, or any of its afhliates or age s, lenders, or any fiird party servicer act:ng for LMG, PC, or any of i$ affiliates,

I agree to promprly pay for services rendered for me or the padent uamed above. If I fail to meet my financial commilment to LMG and

it becomes necessa.ry to lake acrioo to collecr my account, I agree to pay all costs and expenses hcurred in the collection of my account,
including a orney and collecdon agency fees. I further agree to pay for any missed appointr.rents of which I did not notify the medica]

offic€ wirhin a reasonable a-mouDt of time.

I aurhorize LMG lo tesr my blood for hepatitis and/or the AIDS virus, if in their opinion, ar employee has suffered an exposure incidem

as a result of my Eeament, as defrned by tie Occupational Safety and Health Administratior.

Signature Date
How did you hear about our Medical Cenrer? trYellow Pages oReferral Service
DFamily/Friend trHotel o Employee trHea]Ih Fair/Trade Show trDirect Mail
rOther

oPhysiciirn DEmergency Room owelcome Packet
trManaged Care Plar:/lnsurance Company trlNewspaper

E. \WFDOCS\FORM5\JNFO.WPd


