GUARANTOR RESPONSIBILITY AGREEMENT
I, ________________________________________________________, understand that

    (Print name of patient/guardian)

Theresa Gentile, RD

· does participate in my insurance.

· will consider my care as “out of network”, since I do not have the proper referral/authorization.

· Does not participate in my insurance plan.

I further understand that, as a courtesy to me, a claim will be submitted to my insurance carrier for services rendered to me.  I authorize my insurance carrier to direct payment to the provider of service.  However, I understand and agree that I will be responsible for any and all balances not paid by my insurance carrier within ninety (90) days.

_________________________



___________________

Signature of patient/guarantor




Date signed

_________________________



___________________

Patient name if different from guarantor


Date signed
