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Dr. Kanakriyeh of any insurance benefits otherwise sayable to or on behalf ¢f the o ’-cfe's gned for tregtment and hesitn
cars services renderad by the patient’s health ai'-n 2T 2 rate not 1o sxceed Or. Kanskriyenh's regular charges. it is agreed

that payment to Or. Xanakriyeh, pursuant Lo This suthonzation, by an insurance company shai discnarge said insurance
company of any and all chiigations under 2 policy 1o the extent of such payment. it is understood that he/sne is finzncially
responsibie for charges not covered by this assignment pursuant to Paragraph S beiow.

FINANCIAL AGR
ner

LT

EE} if the patient is nct @ mamber of an HMO at the time services are 'enc’ered the undersigned

agrees, whether ne/she signs as agent or as patient, that he/she hereby individualy cbiigetes nimseii/herseif tc pay the
acceunt of Dr. Kenakriyeh in accordance with the reguiar rates and terms of Dr. a”a-('ryEP' Shouid the account be referred

to an attormney of coitlect! C", the ungers! g”EC snail o2y actual att mey s fees and coilection exgenses. All ‘..e:.nq\.'e“.
accounts sniall bear interest &t the legai rate. -

undersigned certifies that he/she has read the foregoing, received & com)
& representative or duly autherized by the patient =s the patient’s gener
T its tarms.

ignature Patisnt/Perent/Guardian/Censervator

]
m
ek
4]
o
o
ﬂ
ﬂ)
2]
t
o
L]
5
3
{8}
[74]

Witness  [F signed by other than patient, indicate relationship

Financiai Resnonsibility Agreement by Person Other Than the Patient, or the Fatient’s Legai Representativer | agree 2
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