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Havea you or any member of your family been seen hare bafora? Who
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INSURANCE INFORMATION:
. In ordaer to avoid emor or dalay in the procaessing of any insurance claims, it is assantial that this saction be COMPLETELY FILLED OUT.

- Do you have health insuranca? YES NO (Circle Ona)
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Dua to the large number of insurance policies that come across our desk svery day, we cannot possibly keep up with the specifics of each one.
Therafors, wa raly on you to know your insurance banafits. Whan you come in, we will take a copy of your insurance card to assure proper billing, but
you shoukd know when you need a referral and whether or not you have a co-pay.
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