













I HEREBY AUTHORIZE LEON BARKODAR, M.D. TO FURNISH TO THE PROVIDED INSURANCE COMPANIES All INFORMATION 
WHICH THE INSURANCE COMPANIES MAY REQUEST. I HEREBY ASSIGN DR.BARKODAR All BASIC AND MAJOR MEDICAL 
BENEFITS TO WHICH I AM ENTITLED FOR MEDICAL EXPENSES RELATED TO THE SERVICES RENDERED, BUT NOT TO EXCEED 
INDEBTEDNESS THAT IS DUE. I UNDERSTAND THAT MONEY RECEIVED FROM THE INSURANCE COMPANIES WILL BE 
REFUNDED WHEN MY BILL IS PAID IN FULL I UNDERSTAND THAT I AM FINANCIALLY RESPONSIBLE TO THE SAID DOCTOR FOR 
CHARGES NOT COVERED BY THE INSURANCE COMPANIES. 


(Attention Medicare Patient.s: Certain tests may not be covered by Medicare. By signing below. )'OU are agreeing that you are 
choosing ta have any test(s) done whether toda,,v or in the /11ture. 77ris is called an • Advanced Beneficiary Notice-. Yau may 
however. decline to do any tests. ) 


Patient Signature ________ _ Date: _____ _ 


The information on this form is accurate to the best of my knowledge: 


Patient Signature 
Date completed 


I have reviewed the above information with the patient: 


Physician Signature Date reviewed 
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