PATIENT-PHYSICIAN AUTHORIZATION AND AGREEMENT (2/2)



STATEMENT OF FINANCIAL RESPONSIBILITY



Authorizations and Agreements with Dr. Nicole Hraniotis, M.D.




Patient name: __________________________________________________

S.S.#: ________________________________________________________




Due to the overwhelming number of requests, charges will incur for prior authorizations of medication, and letters or forms requested. 



I acknowledge that I am financially responsible in the amount of $25 for completion of any requests for prior authorization of medication, and for any letters written or forms to be completed.



_______________________________	__________________
Patient or Parent’s signature	Date


[bookmark: _GoBack]______________________________                          __________________
Responsible party’s signature (if not parent)               Date
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