MARKLAN LINNEMEYER, LMT
1829 NEBRASKA AVE
GRANTS Pass, OR 97527
541-659-5362
FAX 541-474-2229

AUTO INSURANCE INFORMATION
IN ORDER TO BILL INSURANCE FOR YOUR VISITS REGARDING THIS MOTOR VEHICLE ACCIDENT, PLEASE
GIVE US THE FOLLOWING INFORMATION.

IF YOU WERE THE DRIVER, WE NEED YOUR INSURANCE COMPANY. IF YOU WERE THE PASSENGER, WE
NEED THE DRIVERS INSURANCE COMPANY.

AUTO INSURANCE COMPANY

STREET ADDRESS CITY, STATE Z1P

PHONE # FAX#

CLAIM #

NAME OF INSURED

NAME OF PATIENT

RELATIONSHIP TO INSURED: SELF SPOUSE CHILD OTHER,

NAME OF ADJUSTER

DATE OF MOTOR VEHIHICLE ACCIDENT.

STATE IN WHICH ACCIDENT OCCURRED

NAME OF REFERRING PROVIDER

ASSIGNMENT OF INSURANCE BENEFITS- ] AUTHORIZE AND DIRECT THAT PAYMENT BE MADE DIRECTLY
TO: MARKLAN LINMEMEYER, LMT FOR ANY AND ALL INSURANCE BENEFITS OR REIMBURSEMENTS FOR
SERVICE RENDERED BY MR. LINNEMEYER WHICH AMOUNTS OTHERWISE WOULD BE PAYABLE TO ME
UNDER ANY INSURANCE OR FPREPAID HEALTH CARE PLAN.

DATE PATIENT SIGNATURE

PAYMENT AGREEMENT- | UNDERSTAND THAT THERE IS NO GUARANTEE THAT MY INSURANCE COMPANIES
OR PRE-PAID HEALTH PLAN WILL COVER OR PAY FOR ALL OF MY CHARGES. NOTWITHSTANDING DENIAL.
REDUCTION OF BENEFITS OR FAILURE TO PAY FOR ANY REASON, | UNDERSTAND THAT | AM RESPONSIBL.E
FOR ALL REMAINING CHARGES.

DATE PATIENT SIGNATURE




