WELCOME TO RIVERSIDE ORTHOPAEDIC & SPORTS MEDICINE ASSOCIATES
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All professional services rendered are charged to the patient. Necessary forms will be completed to help expedite insurance carrier payment. However, the patient is
responsible for all fees, co-payments and deductibles, regardless of the insurance coverage. It is also customary to pay for services when rendered unless other

arrangements have been made in advance with our office.

1 request that payment of authorized insurance benefits be made either to me or on my behalf to Riverside Orthopaedic and Sports Medicine for services furnished to me
by the provider. I authorize any holder of medical information about me to release to the Centers of Medicare, Medicaid, and any other third party insurance carrier any

information needed to determine these benefits payable for related services.

I have read this registration form and state that all the information given by me to be valid and true.

Patient’s/Guardian’s Signature Date  / /
Effective 1/1/05




