Pediatric Urology of Western New York, P.C.
219 Bryant St.  Buffalo, NY 14222
   Phone: (716) 878-7393
    Fax: (716) 878-7096
www.pediatricurologyofwny.com
PATIENT RESPONSITBILITY FORM
Patient’s Name: ____________________________  
Date of Birth: _________________

Mother’s Name: ____________________________ 

Mother’s Date of Birth: ___________
Father’s Name: _____________________________ 
Father’s Date of Birth: ____________
One or more of the following terms and conditions may apply to your visit today.  As a result, we ask that you review this form and sign accordingly.  If you have any questions or concerns, we would be happy to discuss them prior to seeing one of our physicians.
ASSIGNMENT

I herby assign, transfer, and sign over to Pediatric Urology of WNY, P.C., sufficient monies and/or benefits to which I may be entitled from governmental agencies, insurance carriers, or others who are financially liable for hospitalization and medical care to cover the costs of the care and treatment of myself or my dependent by said physician.  I authorize said assignees to release any information relative to my care or the care of my dependent as necessary to secure payment for services rendered.  This assignment will remain in effect until revoked by me in writing.

NON-COVERED SERVICES

I understand that my insurance carrier may determine that all or part of the service(s) to be delivered by the physician to be non-covered.  I agree prior to the service being rendered to be personally financially responsible for the non-covered service on a fee-for-service basis.

NO INSURANCE COVERAGE

I have advised Pediatric Urology of WNY, P.C. that I have no insurance coverage and understand that I will be held financially responsible for any services provided to me.

NO-FAULT/WORKERS COMPENSATION

I have indicated that the reason for my visits is a direct result of a no-fault or workers compensation claims and I have provided the required claim information.  Should reimbursement for services be denied under my pending no-fault or workers compensation claim, then I understand that I will be held financially responsible for any and all services rendered.
FINANCIAL AGREEMENT

I hereby agree that in consideration of the services rendered, to me or my dependent, I shal pay the accound of Pediatric Urology of WNY, P.C. in accordance with the rates and tems of the physicians.  I aslo agree that if my account becomes delinquent and thereby requires the services of an attorney for collection, I shall pay reasonable attorney’s fees and collection expense.

I have read the above and agree to the terms and conditions that apply to me personally.
___________________________________________
________


______________

Signature of Patient, Parent/Guardian or Authorized Representative


Date
CUPID: Center for Urology and Pediatric Incontinence Disorders

          
Saul P. Greenfield, MD      Pierre Williot, MD     Allyson Fried, CPNP       Sabrina Meyer, CPNP    

            
Pediatric Urologist                          Pediatric Urologist               Pediatric Nurse Practitioner        Pediatric Nurse Practitioner       

