CHANGE OF INSURANCE COVERAGE - MARK W. HINMAN, M.D., LLC   
Patient Name:_________________________________ Date of Birth:___/___/___    SSN:_________________
Parent/Guardian:___________________________ Date of Birth:___/___/___   SSN:_____________________

(If patient is under 18)

Insurance Company:___________________________________ Company Phone: _______________________
Family member who provides insurance coverage:

Name: __________________________ Date of Birth: ___ / ___ / ___ Relationship to patient:______________
Employer: ________________________________________________

Member/Subscriber/Policy Number: ______________________________ Group Number: ________________

Effective Date: _____ / _____ / _____

Other family members who are patients and are also affected by this change:

______________________________________________________   Date of Birth:____/____/____    

______________________________________________________   Date of Birth:____/____/____    

______________________________________________________   Date of Birth:____/____/____    

______________________________________________________   Date of Birth:____/____/____    

______________________________________________________   Date of Birth:____/____/____    

****************************************************************************************** 
SECONDARY INSURANCE Company:___________________________ Company Phone:______________

(Only with Medicare as primary, or for Medicaid as secondary)
Member/Subscriber/Policy Number: ______________________________ Group Number: ________________

Effective Date: _____ / _____ / _____
******************************************************************************************
**Assignment of Insurance Benefits**

I hereby authorize Mark W. Hinman, M.D., LLC to recover from my insurance company, payment for any health service that is provided to me.  I understand that I am financially RESPONSIBLE for ALL
 co pays, 
co-insurance, deductibles, and non covered charges that is determined by my insurance company.  I hereby authorize Mark W. Hinman, M.D., LLC to release all information necessary to secure such payments.  

A photocopy or electronic scan of this statement is to be considered as valid as the original.

Responsible Party / Patient Signature: _______________________________________ Date:_______________

Printed Name:___________________________________ Relationship to Patient: _______________________
