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1. I authorize Sally Joo Bailey, MD/Allergy Associates of N. Va to render needed treatment to the above named patient.

2. I authorize Sally Joo Bailey, MD/Allergy Associates of N. Va to release any medical or other information, as required in the course of examination or treatment, to process patient's claims. I also request payment of government benefits to either Sally Joo Bailey, MD/Allergy Associates of N.Va, who accepts assignment, or myself.

3. I authorize my insurance or Medicare benefits to be paid directly to the treating physician. I understand that I am responsible for charges not covered by my insurance.

4. I understand that I am responsible for all charges incurred through Sally Joo Bailey, MD/Allergy Associates of N.Va. Payment is expected at the time of my visit. If this cannot be done, I agree to make other arrangements with the office. I also agree to pay any collection or attorney's fees incurred above and beyond the past due amount.

5. In Medicare assigned cases, Sally Joo Bailey, MD/Allergy Associates of N.Va agrees to accept charge determination of the Medicare carrier as the full charge, and the patient is responsible only for the deductible, coinsurance, and noncovered services. Coinsurance and the deductible are based upon the charge determination of the Medicare carrier.

PATIENT/LEGAL SIGNATURE 







DATE

_____________________________________________


                  _________________

