
 

eMail:_________________________________________ 



 I understand that the payment for the care provided in this office is due at the time of service.  I will be provided with a 
receipt for payment of services which I may send to my insurance company for appropriate reimbursement. 

A missed appointment is a disappointment.  If for any reason an appointment cannot be kept, I promise to notify at least 
24 hours in advance to avoid full appointment charge. 

 

Patient Signature/Guardian Authorizing Care                                                                                      Date 

I am covered by Medicare  or Advantra Freedom  (please circle which one  and initial) 

Please give me a receipt for my insurance, Medical Savings or Flex Spending Account    Yes   or    No (circle) 


