Daniel A. Sterling, MD, FACS

                                      Sterling Plastic Surgery, PLLC
2 Washington Place

Bedford, NH 03110

PH: (603) 518-5450 / Fax: (603) 518-5856

INSURANCE:  (Please complete if applicable)
PRIMARY INSURED INFORMATION:

Patient Name _________________________________         DOB __________________________

Insurance identification number __________________________________

Subscriber Name_________________________________
   Relationship to patient___________________
Street_________________________________  City __________________  State ____  Zip Code _______
□ Male  □ Female   D.O.B._____________ SS# __________________  Home phone__________________
Name of insurance company_________________________________________________________________

Address of insurance_______________________________________________________________________

Insured identification number___________________ Group_____________ Effective date_______________

Name of insurance sponsoring plan ___________________________________________________________

SECONDARY INSURED INFORMATION:

Subscriber Name_________________________________
   Relationship to patient____________________
Street_________________________________  City __________________  State ____  Zip Code _________
□ Male  □ Female    D.O.B.____________ SS# ____________________  Home phone__________________
Name of insurance company___________________________________________________________________

Address of insurance_________________________________________________________________________

Insured identification number___________________ Group_______________ Effective date_______________

Name of insurance sponsoring plan ________________________________________________________

PERSON RESPONSIBLE FOR PAYMENT:

Name__________________________________________________ Relationship to patient_________________

Street______________________________________________________________________________________

City________________________________________ 
State_______________Zip code_________________
CONSENT TO PAYMENT:

I have listed all health insurance plans from which I may receive benefits. I hereby authorize payment to the Sterling Plastic Surgery, PLLC of medical benefits billed to my insurance company. I hereby accept responsibility for payment for any service(s) provided to me that is not covered by my insurance including all copayments, coinsurance, and deductibles. I also accept responsibility for fees that exceed the payment made by my insurance. If in the event payment is denied by my insurance plan, I will be responsible for the entire procedural fee. If the Sterling Plastic Surgery, PLLC does not participate with my insurance, I agree to pay all copayments, coinsurance, and deductibles at the time services are rendered. I hereby authorize the Sterling Plastic Surgery, PLLC to use and/or disclose my health information which specifically identifies me or which can reasonably be used to identify me to carry out my treatment, payment, and health care operations. I understand that while this consent is voluntary, if I refuse to sign this contract, the Sterling Plastic Surgery, PLLC can refuse to treat me. I understand that I may revoke this consent at any time by notifying the Sterling Plastic Surgery, PLLC in writing, but if I revoke my consent, such revocation will not affect any actions that the Sterling Plastic Surgery, PLLC took before receiving my revocation. 

X_______________________________________________

________________________________

Signature of Patient or Patient’s Representative


Date

X_______________________________________________



Please Print Name of Patient or Representative








11/05/14
