
FINANCIAL LIABILITY AGREEMENT
WORKER’S COMPENSATION

I, ___________________________________ have been advised that should
my Worker’s Compensation carrier deny my claim my health insurance
carrier will be billed for all services. If I do not have health insurance I will
be responsible for all balances.

I have supplied my Worker’s Compensation and Health Insurance
information Valley Sports and Arthritis Surgeons. I agree to be
financially responsible for any unpaid/denied services by either carrier.

I will not supply my Health Insurance information to Valley Sports and
Arthritis Surgeons or have no health insurance and agree to be
financially responsible for all services denied by my Worker’s
Compensation carrier. I will sign a Payment Consent form with my
credit card information for Valley Sports and Arthritis Surgeons to bill
my credit card for any outstanding balances.

I do not have Health Insurance and I agree to be financially responsible
for all Services denied by my Worker’s Compensation Carrier. I will
sign a Payment Consent form with my credit card information for Valley
Sports and Arthritis Surgeons to bill my credit card for any outstanding
balances.

I understand that I will be billed in accordance with the Worker’s
Compensation Regulations of Pennsylvania.

_________________________________ ___________
Signature Date



WORKERS’ COMPENSATION
ENROLLMENT FORM

Date: ______________________

Patient Name: _______________________________________ DOB: ______________

Name of Employer: _______________________________________________________

Employer Address: ________________________________________________________

Employer Address: ________________________________________________________

Telephone Number: _________________________ Contact: ______________________

County of Employer: ______________________________________________________

Date of Injury: _____________________________ Body Area Injured: _____________

Workers’ Compensation Insurance Information:

Insurance Carrier Name: ___________________________________________________

Insurance Carrier Address: _________________________________________________

Insurance Carrier Address: _________________________________________________

Claim Number: __________________________________________________________

Insurance Phone #: ______________________________ Adjuster: _________________

The above information is required for proper billing to your insurance carrier.
Failure to provide this information to Valley Sports and Arthritis Surgeons may
result in you being financially responsible for any and all services.

 


