KUWABARA CHIROPRACTIC & Physical Rehabilitation

Eligibility Guarantee & Assignment of Benefits
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Eligibility Guarantee Form

I, __________________________, hereby certify that I am eligible with the following health insurance company_________________ under the subscriber ______________________ though his or her employer _____________________.  I also certify that I have chosen Dr. Kuwabara to be my medical provider.  I understand that if the above is not true or if I am not eligible under the terms of my Medical and Hospital Subscriber Agreement, I am liable for any and all charges for services rendered.  Also, if the above is not true, I agree to pay in full for all services rendered within thirty days of receiving a bill from the above noted medical group/physician.
Assignment of Benefits

I authorize the release of my health information necessary to process this claim.  A photocopy of this authorization shall be as effective and valid as the original.

I authorize payment of medical benefits to Kuwabara Chiropractic & Physical Rehabilitation, who accepts assignment though his/her contract with my health plan.

_______________________




 ___________

Signature






 Date
