


PLEASE READ THE FOLLOWING CAREFULLY BEFORE SIGNING

Assignment, Release and Financial Agreement: I authorize treatment of the person named above and agree to pay all fees
for such treatment. I hereby authorize my insurance benefits to be paid directly to the provider of service and I am financially
responsible for non-covered services. [ also authorize the physician to release any information to referring/consulting
physicians or other health care providers as your physician deems appropriate to facilitate my/our care. I agree that I will not
withhold or delay payment if my insurance company denies payment on any of my charges. I have also been informed of the
$35.00 fee on checks returned per RCW 62A.3 515 & 520. In the event it should become necessary to place for collection an
unpaid balance due for services rendered to me or my family, I/we agree to pay interest, collection fees, and should legal
action be filed, reasonable attorney fees, filing fees and any other costs.

Patient’s Signature/Parent’s Signature Date

YEARLY UPDATE

= | certify that [ have reviewed the information on this form in its entirety, and there are no changes.

Patient’s Signature/Parent’s Signature Date

= | certify that [ have reviewed the information on this form in its entirety, and there are no changes.

Patient’s Signature/Parent’s Signature Date

PHOTO ID: (For office use)




