PATIENT-PHYSICIAN AUTHORIZATION AND AGREEMENT
STATEMENT OF FINANCIAL RESPONSIBILITY

Authorizations and agreements with Dr. Nicole Hraniotis, M.D.

Patient name: __________________________________________________
I acknowledge that I am financially responsible for all services received in connection with the medical care and treatment rendered by Dr. Nicole Hraniotis, M.D.; that if the account is not paid when due, reasonable collection and court costs will be paid by the undersigned; that all returned check fees will be paid by the undersigned; that I am responsible for full treatment fees resulting from appointments not kept or canceled without a 24 hour notice; that fees for services must be paid at the time services are rendered; and that the patient is responsible for filing for insurance reimbursement.
_______________________________
__________________

Patient or parent’s signature
Date

______________________________                          __________________

Responsible party’s signature                                      Date
