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St. Vincent's Orthopedics, P.C.
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RESPONSIBLE PARTY INFORMATION

NAME OF RESPONSIBLE PARTY S0OC. SEC. NO. DATE OF BIRTH HOME PHONE
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STREET ADDRESS [ciTy, STATE, ZIP CODE RELATIONSHIP TO PATIENT
RESPONSIBLE PARTY'S EMPLOYER QCCUPATION ‘ BUSINESS PHONE
EMPLOYER'S STREET ADDRESS [Cl . STATE, ZIP CODE
. l -

INSURANCE INFORMATION
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EXPLANATION OF PAYMENT POLICY AND INSURANCE FILING PROCEDURES

I hereby authorize 5t. Vincent's Orhopedics, P.C. to furnish any information concerning my medical condition, treatment, and prognosis to my insurance carriers and
other treatment physicians,

I hereby assign St Vincent's Orthopedics, P.C. all payments for medical and/or surgical services rendered 10 me or my dependents due or received from third-party
providers. | agree to be responsible for any amount not covered by my insurance or other providers. | agree to pay all costs of collection including a reéasonable attor-
ney's fee (should this account be placed with an attorney for collection), and interest on the unpaid balance at the rate of ten (10%) percent per annum, | hereby waiver
all rights of axemption under the U.S. and Alabama Constitutions and the laws of the State of Alabama.

| AUTHORIZE TREATMENT BY St. Vincent's Orthopedics, P.C.

DATE____ ff f’ X

PATIENT ANDYOR RESPONSIBLE PARTY |



