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Payment for medical service is due at the time of visit
unless prior arrangements have been made.

| authorize Central Oregon ENT, LLC, dba Central Oregon Ear, Nose, & Throat to provide medical treatment
for the person named below and agree to pay all fees and charges for such treatment. | authorize the release
of information necessary to process the insurance claims and secure payment of benefits.

| understand that as a courtesy my insurance claims will be submitted to my insurance carrier. | agree to pay
all charges not covered by insurance or other contract medical programs within ninety days.

| also agree that if it becomes necessary to place any past due amount with a collection agency, | am responsible
for any related collection fees.

We participate with many major health plans and will bill your primary insurance as a courtesy. Please contact
your health plan directly for confirmation of coverage, physician participation and covered benefits. It is your
responsibility to obtain any referrals and/or prior authorizations required by your health plan.

| have read, understand and agree to the Financial Policies of CENTRAL OREGON ENT, LLC.

Patient Name: DOB:

Date: Signature:

Responsible Party

Print Name if other than Patient






