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Decerinha Uy, M.D., FAAP

Pediatrics and Adolescents




CHANGE OF INSURANCE FORM
New Insurance Information:
	Carrier Name:
	Effective Date:
	Co-payment $


	Patient Name:
	DOB:
	ID:

	Patient Name:
	DOB:
	ID:

	Patient Name:
	DOB:
	ID:

	Patient Name:
	DOB:
	ID:


Subscriber Information:
	Name of Insured:
	DOB:
	Relation:

	Insured Address:
	City:
	State:                  Zip:


**PLEASE NOTE, WE DO NOT ACCEPT SECONDARY INSURANCE **
ASSIGNMENT OF BENEFITS:
I authorize the release of medical information necessary for the completion of insurance forms. I authorize payment directly to Decerina Uy MD for all medical or surgical benefits otherwise payable to me under the terms of my insurance. I understand that I am financially responsible for all co-payments and any charges not paid by my insurance. I understand that although covered by insurance, I am personally responsible for all charges incurred if the information provided is erroneous including, but not limited to effective dates and covered benefits.

A photocopy of this authorization shall be considered as effective and valid as the original. I hereby authorize 

said assignee to release all information necessary to secure payment. 
Signature of Parent/Guardian: ____________________________________ Date: ______________________
Print Name of Parent/Guardian: ___________________________________ 
Administrative Use Only:  
Insurance information entered by: __________ (initials)
	Prior Carrier:

	Subscriber:
	DOB:

	Effective Date:
	Term Date:

	Last Date of Service Billed:


