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We hereby agree to be jointly and individually responsible for the payment of all fees charged by Southern Oncology Hematology Associates, P.A. (Rama Sudhindra, M.D., Kush Sachdeva, M.D., Shailja Roy, M.D., Benjamin Negin, M.D., 
Omar Al Ustwani, M.D., Vijay Sandilya, M.D.)

Patient’s name: ____________________________________________

Spouse: __________________________________________________

If your insurance plan requires a referral, it is your responsibility to provide same to Southern Oncology Hematology Associates at the time service is rendered. If your insurance does not pay for the visit because of lack of referral, you will be responsible for payment.

If you receive an insurance payment that belongs to Southern Oncology Hematology Associates, it is your responsibility to forward same to us within five business days.

I request that payment of authorized benefits by my insurance be paid to Southern Oncology Hematology Associates for any services furnished to me by them. 
__________________________________________      ___________________________

                                    Signature




Date

There are many foundations that offer financial assistance should the need arise.  We can apply for assistance on your behalf if you give us the authority to do so.  If this is something you would like us to do please provide your Social Security number and sign below. Currently, the only way to verify who you are is through the Social Security office, but this will change in 2019.
I _________________________________________ give Southern Oncology Hematology Associates the authority to apply for any grants, co pay assistance or foundations on my behalf.

__________________________________________________-_______-_________

Signature                                                                              Social Security #
Financial Responsibility Form 
                                        
Updated 05/18
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