SOUND BODY MYOTHERAPY AND MASSAGE

AUTHORIZATION AND FINANCIAL RELEASE AGREEMENT 

FOR NEW INSURANCE PATIENTS

· I, _______________________________, being a client of Merey Kate Grearson, LMP, located at Sound Body Myotherapy and Massage, 116 Central St NE, Olympia, WA, 98506, do hereby acknowledge that certain services may not be covered by my insurance under the terms of my Health Plan or Insurance Policy Coverage. I understand that it is my responsibility to know and understand my insurance police coverage and its benefits.

· I give my authorization to this office to release information regarding my care and treatment to my Health Plan or Insurance Policy Holder and its agents for purposes of managing my health benefit payments to me and/or my practitioner.

· I hereby assign to this office any payments my Health Plan or Insurance Policy Holder makes for services rendered to me and my eligible family members by this office by reason of its contractual relations with my Health Plan or Insurance Policy Holder and its agents.

· I understand that I am responsible to pay for services received at this office and I agree to make financial arrangements with my practitioner to pay for any services not covered by my insurance plan, including but not limited to, any deductibles, co-payments, co-insurance, or charges for non-covered services.

Dated: ________________(month) _________________(day), 20___.

Signed:_________________________________________________________________
(Client signature)

Client Date of Birth: ______________________________(MM/DD/YYYY)

Insurance Plan: ___________________________________________________________

Member Identification Number (or Claim #): ___________________________________

Information for Primary Policy Holder (IF DIFFERENT FROM ABOVE)

Name: __________________________________________________________________

Member Identification Number: _____________________________________________

Date of Birth: ______________________________(MM/DD/YYYY)

