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Patient’s Signature on File for Medical Claims

Patient Name:
LAST FIRST MIDDLE INITIAL
Date of Birth: D.C./Provider: Christopher Pietrzyk D.C.
Social Security Number: - -
Medicare Number: (if applicable) - <
LETTER

Medicare Effective Date:

I request that payment of authorized health insurance and Medicare benefits be made on my behalf to:
Christopher Pietrzyk D.C. & White Eagle Health & Wellness, Inc.

for any services furnished me by that provider. I authorize any holder of medical or other information about me
to release to Centers for Medicare and Medicaid Services, its agents, and/or other health insurance carrier(s) and
its agents any information needed to determine these benefits or the benefits payable for related services.

White Eagle Health & Wellness, Inc. will submit your insurance claim for you to the insurance company(s) in
effect at the time of your service. After your insurance carrier processes your claim, White Eagle Health &
Wellness, Inc. will send you a statement detailing any balances your insurance carrier requires you to pay, such
as deductibles, coinsurance, co-pays, and non-covered services. Please contact your insurance carrier for any
questions concerning your financial responsibility. It is also the patient responsibility to inform White Eagle
Health & Wellness, Inc. of a change in insurance carrier(s). White Eagle Health & Wellness, Inc. reserves the
right to require the patient to pay at the time of service.

Signed: Date:
(PATIENT/PARENT OR GUARDIAN FOR MINOR)

Relationship to Patient:




