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PATIENT INSURANCE RESPONSIBILITY

Please check both boxes below. This form is to be signed in case
insurance won’t cover all service. The patient agrees below that they
will be financially responsible for cost that the insurance will not cover.
It is the patient’s responsibility to inquire on what insurance will pay
prior to coming to an appointment.

| agree to the responsibility of all charges for my health care provided by the
lowa Sleep Disorders Center which may not be covered by insurance.

| agree to provide my insurance information for billing services. In the event
this is not provided, | understand that | am responsible for all health care charges
that | incur at the lowa Sleep Disorders Center.

Patient: (Please Print):

Patient Signature:

Date:




