











Cerebral Palsy Association of G.B.R., Inc.
d/b/a McMains Children's Developmental Center
1805 College Drive
Baton Rouge LA 70808

OUR OFFICE POLICY REQUIRES PAYMENT FOR SERVICE AT THE TIME OF DELIVERY

Patient:

Date of Birth Sex Social Security #

Address:

Street Address City State Zip Home Phone

Primary Care Physician:

Name Phone Fax

Primary Insurance:
Insurance Company Name:

Policy # Group #

Policy Holder Name: Date of Birth:

Secondary Insurance:
Insurance Company Name:

Policy #

Group #

Employed by:

POE Phone

Employer Address:

Street
Social Security #

City State Zip
Cell Phone

Medicaid:

yes no Name on Card:

CCN: BIN#

FINANCIAL AGREEMENT AND AUTHORIZATION FOR TREATMENT
I authorize treatment of the person named above and agree to pay for all charges for such treatment. WE REQUIRE
THAT OUR CHARGES FOR OFFICE VISITS BE PAID AT THE CONCLUSION OF EACH VISIT.

I agree that this office will prepare and file any insurance claim which I have in connection with treatment received,
and I agree to assign payment of any applicable benefits payable by my insurance company to this office. A copy of
this assignment will be considered as valid as an original. I also authorize the release of all information necessary to
secure payment of my claim.

I understand the practice is not responsible for collecting payment from my insurance company. Ifthe company delays
or withholds payment of my claim, I will be responsible for direct payment. I am also responsible for any and all
amounts which insurance does not pay, including any deductible amounts, coinsurance, or charges not covered.

Insured party must sign for all claims. Dependent patient must also sign if not a minor. I authorize any insurance
company, organization, employer, hospital, physician, dentist, or pharmacist to release any information requested with
regard to processing my claims.

Date: Signature

Parent or Legal Guardian




