Pediatric Associates of Plymouth, Inc.

3031 Walton Road, C101 50 West Third Ave., Suite 400
Plymouth Meeting, PA 19462 Collegeville, PA 19426
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Financial Responsibility: | authorize Pediatric Associates of Plymouth to release any medical information to my

insurance companies to determine benefits and payable benefits for related services. | understand that | am financially
responsible for any balance not covered by my Insurance Companies. | understand | am responsible for all co-pays due at the
time of the visit. My signature indicates that | have read the above and agree to the terms and conditions.

Signature: : Date




