
Corny Clri rolr ro, ti", f2-4,
DR, MARISA CAREY

I03 POPLAR ST., P.O, BOX A
FRUITLAND, MD'21826

TELEFHoNE: (4 1 O) 546-2225
FAx: (4lO) 546-4488

GROUP INSURANCE POLICY STATE MEDICAL ASSISTANCE INSURANCE AND VOLUNTARY WAIVER OF HMO BENEI.ITS

CAREY CiIIROPRACTIC ACCEPTS ASSIGNMENT WITH Tl-1E FOLLOWING IN.SURANCES; MEDtCAtlE, AUTO (ptp)ANn
VV0RKMAI'I'S COM PENSATIO N.

IF YOU DO NOT HAVE TI-1E ABOVE INSURANCES WE PARTICIPATE WITH, WE WILL COLLECT PAYMENT AT TIME OF
I'REATNiENT AND WILi, GRATTJITOUSLY BILL YOUR INSURANCE FOR YOU. IF YOIJ HAVE NON-PARTICIPATING
BENEFITS, YCU CAN TYPICALLY EXPECT PAYN4ENT FROM YOUR INSURANCE CoMPANY BY MAIL WITI-]IN 2--3 WEEKS.

l, .---=-=--_-_- (PATIENT NAME)AN4 SEEKING CIItROpRACTtC CARE FROM DR MAr|A L.

CAREY OiJ CAREY CHIROPRACIIC, P.A,

cHECI( QltE

I AM NOT A MEMBER OF A "HEALTH MAINTENANCE ORGANtZATION" (HMO) AND I DO [JOT HAVE
INSURANCE DR, CAREY PARI'ICIPATES WITH, SO I WILL BE RESPONSIBLE FOR TI-]E PAYMENT OF ANY AMOI]N S

O\^/EI) IO DR" CAREY FOR SERVICES PROVIDED,

I AN] A MEMi]ER OF AN I.IMO DtJ-[ F]AVE BEEN.INFORMED THAT DR, CAREY IS NOI A PARTICIPATiNG

PRO\/IDER \ryII I-] THAT HMO AND THAT IF DR, CAREY PROVIDES SERVICES TO ME, I WILL BE BILLED AT DR, CAREY'S

USU/TL RA.I'E AND I, INSTEAD OF MY HMO, WILL BE RESPONSIBLE FOR FTJLL PAYMENT oF THAT BILL,

---l 
t]NDERSTAND THAT II-, INSTEAD OF RECEIVTNG TBEATMENT FROM DR, CAREY I l-tAD ELECTED TO OBTATN

IREATMENT FRoM A l-lEALrt-ICARE PROVIDER PARTICIPAT|Nc IN My HMo/cRoup TNSURANCE/STATE TNSLJnANCE

/III]D ]IIE ]NSURANCI DI ERfu]INED I'HAT THE SERVICE WAS COVERED UNDER MY BENEI.IT PLAN, I \^/OUI,D BE

TNTITLID IO IlAVI.. TI-]IS SERVICE REIMBURSED SET FORTH IN THAT PLAN,

THEREFORE, 1'I.1IS MEANS:

1 I WILL BE SOLELY RESPONSIBLE FOR DR, CAREY'S CHARGES;

2, DR CAREY V/ILL NOT SEEK PAYMENT FROM MY HMO/GROUP INSURANCE/MEDICAL ASSISTANCI:

IN SU I]AN CE.

I HAVE READ AND UNDERS'IAi!D TI,]IS POLICY

PATIENT NAMI:

DATE


