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I hereby authorize and direct my insurance carrier to pay directly to Moran, Rowen and Dorsey, Inc. any 
benefi ts due me under my insurance plan. I agree to pay the balance of expenses not paid under this plan.  
I authorize Moran, Rowen and Dorsey, Inc. to release to my insurance carrier any medical information 
necessary to process this claim. I understand that I may be responsible for any out of pocket expenses or 
co-pays if one or more of the following apply:        • Point of Service/HMO      • Out of Network

AUTHORIZED SIGNATURE: X ____________________________________ DATE: _________________

I understand that pre-authorization may be required for some procedures.

I acknowledge this fact and agree that I will be fi nancially responsible should my insurance carrier deny my
claim for lack of a pre-authorization.

AUTHORIZED SIGNATURE: X ____________________________________ DATE: _________________AUTHORIZED SIGNATURE: X ____________________________________ DATE: _________________AUTHORIZ

If not patient, relationship: _______________________________________________________________
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Ins. Co. _________________________________  Address: ____________________________________

Subscriber Name: _________________________  Relationship to Patient: ________________________
Date of Birth: _____________________________  

Ins. Co: _________________________________  Address: ____________________________________

Subscriber Name: _________________________  Relationship to Patient: ________________________
Date of Birth: _____________________________

Name: _____________________________________  Relationship to Patient: ________________________Name: _____________________________________  Relationship to Patient: ________________________
    Last             First                 M.I.

Address: ___________________________________  Home Phone: ( _____Address: ___________________________________  Home Phone: ( _____Address: ___________________________________ _  Home Phone: ( ______  Home Phone: ( _____ ) _______________________
    Street Number                    Apt #

   ___________________________________  Work Phone: (________) _________________________________________________________  Work Phone: (________) ________________________________________________________ __  Work Phone: (________) ________________________  Work Phone: (________) ______________________
    City             State                                 Zip

Social Security #: ____________________________  Employer: ___________________________________

Name: _____________________________________  Sex: ____  Date of Birth: _____________ Age: _____
    Last             First                 M.I.             M/F         Mo / Day / Yr

Address: ___________________________________  Home Phone: ( _____Address: ___________________________________  Home Phone: ( _____Address: ___________________________________ _  Home Phone: ( ______  Home Phone: ( _____ ) _______________________
    Street Number                    Apt #

   ___________________________________  Work Phone: (________) _________________________________________________________  Work Phone: (________) ________________________________________________________ __  Work Phone: (________) ________________________  Work Phone: (________) ______________________
    City             State                                 Zip
  
Social Security #: ____________________________  If work related, injury date:  _____________________

Referring Dr: ________________________________  Phone#Referring Dr: ________________________________  Phone#Referring Dr: _______________________________ : ___________________Employer: ________: ________: _______

Patient Information Sheet
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