
Assignment of Insurance Benefits and Consent to Release Information
I hereby request that payment of authorized health care benefits be made on my behalf to Story EyE for any services provided to me. I
authorize release of any and all medical information needed about me to my health care plan or any agency assisting in payment for my
care to determine benefits payable for related services. Furthermore, I authorize release of any information deemed necessary to my refer-
ring physician or any party consulted to participate in my care.
Consent to Medical Treatment
I do hereby voluntarily consent to such office and hospital care involving routine diagnostic procedures and medical treatment as consid-
ered necessary by my physician, Dr. John Story, his assistants or his designees. I acknowledge that no guarantees have been made to me
concerning the result of any treatments or examinations to be rendered.
Payment Guarantees
The undersigned agrees to pay Story EyE all applicable deductibles, co-payments and charges for any services rendered that are not cov-
ered by insurance. I understand the filing of my insurance is a courtesy service and that I am ultimately responsible for payment of all
services rendered.

__________________________________________________ __________________________________________________
Signature of Patient Date Insured/Responsible Party (if not patient)

Signature by Mark ______________________ Witness __________________________________________________________

PLEASE READ AND SIGN BELOW

STORY EYE PATIENT INFORMATION


