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YOUR INSURANCE

In order for Orthopedic Care Physician Network to submit on your behalf to your 
insurance carrier, the assignment of benefits below needs to be completed. Having 
insurance is not a substitute for payment. Many companies have fixed allowances 
or percentages based upon your contract with them, not with our office. It is your 
responsibility to pay deductible, co-insurance and any other balances in 
compliance with existing contractual agreements. We will do all we can to assist 
you in receiving reimbursement, but you are responsible for your bill.

HMO/PPO/COMMERCIAL INSURANCE SIGNATURE AGREEMENT

I request that the payment under my HMO/PPO/Commercial Insurance program 
be made on my behalf to Orthopedic Care Physician Network for services 
furnished to me by that provider. I further authorize Orthopedic Care Physician 
Network to release any information to determine benefits payable for related 
services. 

This authorization is in effect until I choose to revoke it.

Print Name:_________________________  Date:_________________________

Signature:_________________________________________________________

I understand that I am financially responsible for co-payments and/or deductibles 
in accordance with the provisions of my insurance plan. If covered under an HMO,
I understand it is my responsibility to obtain a referral (when required). I further 
understand that if I do not obtain a referral when it is required by my plan, 
coverage for services may be denied by my HMO/PPO/Commercial Insurance and
that it is my responsibility to make payment in full to Orthopedic Care Physician 
Network for those non-covered services. 

I have read this information and understand it.

Print Name:_________________________  Date:________________________

Signature:________________________________________________________
                  (parent if under age 18 or other responsibility party)
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