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(PLEASE PRINT)

The Oftice of Beena Johnson, MD

}\ VAN | 920 Medical Plaza Dr, Suite 530
. {"Z{ | The Woodlands, TX 77380
\\J (_/ Telephone: (281) 825-4900

Cell Phone {_)

Nama - Last Name

Address
City '

PRIMARY INSURANCE

Person Responsible for Account
Last Name First Name Middle Initial
Reilation to Patient Birthdate Soc. Sec. #
Address (It different from patient’s) Phone ( }
City ' State Zip
Person Responsible Employed by Occupation
Business Address Business Phone ( )
insurance Company
Member # Group # Subscriber #
Names of other dependents covered under this plan

ADDITIONAL INSURANCE - We do not file on secondary insurance

ASSIGNMENT AND RELEASE

and assign directly to

I certify that I, and/or my dependent(s), have insurance coverage with
Name of Insurance Company(ies)

Dr. all insurance benefits, if any, otherwise payable to me for services rendered. | understand
that 1 am financially responsible for all charges whether or not paid by insurance. | authorize the use of my signature on all insurance submissions.
The above-named doctor may use my health care information and may disclose such information to the above-named Insurance Company{ies)
and their agents for the purpose of cbtaining payment for services and determining insurance benefits or the benefits payable for related services.
This consent will end when my current treatment plan is completed or one year from the date signed below.

Signature of Patient, Parent, Guardian or Personal Representative Date

Please print name of Patient, Parent, Guardian or Perscnal Representative Relationship to Patient
POS Reorder # 1303173




