IYAR MEDICAL P.C.
72-35 112 Street, PR 9

Forest Hills, NY 11375

718-263-0555/ Fax 877-949-4917

INSURANCE CLAIM FORM:

Primary Carrier:____________________________  Secondary Carrier:________________________________

Address to send claim:________________________  Address to send claim:_____________________________

___________________________________________  _________________________________________________

Phone_____________________________________    Phone___________________________________________
ID/Policy#__________________________________   ID/Policy#_______________________________________
Insured’s Name______________________________  Insured’s Name__________________________________
I authorize IYAR MEDICAL P.C. to render medical services and release all medical records to my insurance carriers. I also assigned payment of all benefits to IYAR MEDICAL P.C. I understand that all charges on my responsibility and are payable within 45 days from date of service. If the account becomes delinquent there will be a statement perforation charge of $4.00 added monthly. 

Patient’s Signature:___________________________________Date:____________________________________
Insured’s Signature:___________________________________  Date:__________________________________
A photocopy of this authorization and assignment shall be considered as valid as the original.

