
Coordination of benefits:
your insurance policy provides for benefits to be coordinated with other medical 
insurance under which you are covered. your primary insurance carrier pays 
first if you are covered by another, secondary insurance.

Primary insurance _____________________id#________________group#_________________ 

subscriber(please check) self_________other__________

If you are not the subscriber fill out the following: 

Name___________________________relationship_________________________ DOB __________ 

address_________________________city_________________state____________zip__________ 

secondary insurance _____________________id#________________group#_________________ 

subscriber(please check) self_________other__________

If you are not the subscriber fill out the following: 

Name___________________________relationship_________________________ 

address_________________________city_________________state____________zip__________

if your insurance has a pre-existing health clause, payment for treatment rendered may be denied. 

should this occur, you will be responsible for payment. 

******************************************************************************************** 

assignment of benefits

i, __________________________________________ (name)

-authorize and assign all payments from my insurance to go directly to infinity orthopedics. should i
receive these payments, i will forward to infinity orthopedics
-authorize my insurance company to release any and all benefit information to infinity orthopedics for
proper claims processing.
-authorize infinity orthopedics to file claims on my behalf and report any suspected claim violations to
the proper authorities.
-understand that i will be responsible for denied claims due to lack of referral (if required)or if i am
not compliant in answering questionnaires from my insurance company.
********************************************************************************************
patient liability agreement:
i understand that i am financially responsible for all bills incurred while under the treatment of
infinity orthopedics. in the event that my account is not paid in full, i shall be liable for any and all
payments that need to bring my account into good standing. if my account is past due and i cannot make
full/partial payment at the time of scheduled visit, my appointment may be cancelled. if my account is in
collections, no treatment shall be rendered. our billing department will work with you to set up a
payment plan if needed.

signature_________________________________date___________________________


