NORTH CAROLINA PLASTIC SURGERY CENTER, P.A.

PATIENT INFORMATION SHEET
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NATURE OF INJURY Date
WERE YOU INJURED AT WORK YES MO Date
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Lauthorize North Carolina Plastic Surgery Center, P.A. to release any information to my insurance company or physicians acquired in the
course of my examination or treatment. T also authorize photographs to be taken and released to my insurance company as acquired in the
course of my examination or treatment. I understand that I am financially responsible for charges not covered by this authorization and
guarantee payment of this account. A monthly service charge of 1%% (18% annual percentage rate) will be charged on accounts not paid
within 90 days. T AUTHORIZE PAYMENT DIRECTLY TO NORTH CAROLINA PLASTIC SURGERY CENTER, P.A.
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Print This Form! | | Reset Form

Signature of Patient |


http://www.ncpsc.com/thankyou.htm
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