






MEDICAL RELEASE FORM

PATIENT NAME: _____________________________________________________

DATE OF BIRTH: _____________________________________________________

ADDRESS: _________________________________________________________

PHONE: _______________________________

EMAIL: ________________________________

INFORMATION REQUESTED FROM

NAME: _______________________________________________________

ADDRESS:____________________________________________________

PHONE:_______________________________________________________

FAX: ______________________________

SEND INFORMATION TO
MAIL IN COPIES TO

NAME: DAULAT MEDICAL CENTER

ADDRESS: 3416 N BUFFALO DR
LAS VEGAS,NV-89129

PHONE: 702-565-4917

I, ____________________________________________________herby grant
permission for you to release confidential health information about me, by releasing a
copy of my medical record and protected health information to Daulat Medical Center









DAULAT MEDICAL CENTER

Financial Policy
We are committed to providing our patients with the best possible care. We must
emphasize that as medical care providers, our relationship is with you, not your
insurance company.
Your medical insurance is a contract between you, your employer and the insurance
company; we are NOT party to that contract.
We realize that insurance companies need time to process claims; however, all charges
will become due and payable by you to Daulat Medical Center in the event your
insurance company does not reimburse for the services provided. This is as mandated
by the State of Nevada Board Bill#SB145
Please familiarize yourself with your insurance company’s policy and its requirements.
All deductibles, co-payments and non-covered services are due at the time of check in.

Collection Fee Policy:

Patient Name:__________________________________________________, I (parent
/guardian/responsible party); hereby agree to be financially responsible for all charges
incurred.
In the event my account is referred to a collection service due to lack of payment on my
part,I agree to pay all collection /legal fees and charges up to 5%

Sign________________________________________________________Date:______

A late fee of $40 per year will be added to past due accounts.
Initial:_____________

Returned Check fee of $40 will be added for any unprocessable checks.
Initial: _____________

All accounts over a year past due will be charged a $50
proceesing fee Initial:_____________

Insurance Copay are due at the time of service. It is your responsibility to know your
co-pay.If co-pay is not paid at the time of visit; it will be billed to you for a service charge
of $5.

Initial:________________






