










Sandra S. Kwak, M.D., Inc. 
520 Superior Avenue Suite 310 
Newport Beach, CA 92663 

Telephone: (949) 645-8800  Fax: (949) 645-8844 

Assignment of Benefits/Financial Agreement: 
I hereby give authorization for payment of insurance benefits to be made directly to Sandra S. Kwak, M.D., Inc. for services rendered. I 
understand that I am financially responsible for all charges whether or not they are covered by my insurance company (Medicare patients 
are subject to Medicare’s policies and regulations). I hereby authorize this healthcare provider to release all information necessary to my 
insurance company(s) to secure the payment of benefits. I further agree that a photocopy of this agreement shall be as valid as the 
original.  
 
Signature:___________________________________________________       Date:______________________________________ 
                
                Revised 3/2013 

 
   Patient Information:     Last Name:___________________  First:__________________  Middle:______________ 
 
   Date of Birth:___________________  Age: ______________  Social Security # ____________________________ 
 
   Address:___________________________________  City:_____________________  Zip Code: ________________ 
 
   Home Phone #:_________________  Cell Phone #:_________________  E-mail:_____________________________ 
 
   Drivers License #: __________________    Circle:    Male  /  Female         Marital Status:    M  /  D   /  S  /  W 
   ________________________________________________________________________________________ 
   Referred By: ____________________________________ NPI (Office Use Only) ______________ ______ 
 
   Employment Information: 
 
   Occupation: ______________________________  Employed by: _______________________________________ 
 
   Address:___________________________________  City:______________________  Zip Code: _____________   
 
   Work Telephone #:____________________________________________________________________________ 
 
   Emergency Contact Information: 

 
   Name:____________________________________________  Relationship:______________________________ 
 
   Address:___________________________________  City:______________________  Zip Code: ____________ 
 
   Telephone #: ________________________________________________________________________________ 
 
   Insurance Carrier: _________________________  ID #:_______________________  Group#:______________ 
 
    Language:      �  English        �  Other: ____________________________ 
 
    Ethnicity:        �  Refused to Report/Unreported        �   Hispanic or Latino        �   Non-Hispanic or Latino 
 
    Race:   �  Refused to Report/Unreported        �  More than one race        �  African Indian/Alaska Native        �  Asian            

   �  Black or African American        �  Native Hawaiian        �  White        �  Other Pacific Islander    
 
 
ALLERGIES:_________________________________________________________________________________________ 



Sandra S. Kwak, M.D., Inc. 
Patient Acceptance of Financial Responsibility 

 
The practice of Sandra S. Kwak, M.D., Inc. will bill your insurance company as a courtesy.  However, you 
are ultimately responsible for all charges for services rendered.  In the event services rendered are not 
covered by your insurance company we will require that you remit payment to Sandra S. Kwak, M.D., 
Inc.  Additionally, if your insurance company does not remit payment in a timely manner (within 60 days 
from the time your claim is billed), we will transfer the balance to your responsibility and require that you 
remit payment to Sandra S. Kwak, M.D., Inc. for all outstanding balances over 60 days. The outstanding 
balances may include, but are not limited to: 
 

• Office visit co-payments 
• Annual deductibles 
• Services that are not covered by your health plan 
• Administrative charges for co-pays not paid at the time of service 
• Interest charges for overdue patient due balances 

 
In addition, your insurance company may require authorization or pre-certification for certain procedures, 
services drugs and supplies that will be provided to you.  It is ultimately your responsibility to understand 
what your insurance policy covers and assure that you have authorization for services.  Your assistance in 
contacting your insurance company will often facilitate a more timely approval of services, prevent delays 
in treatment, and expedite payment for your services.  
 
We frequently experience difficulty with insurance plans in receiving timely payment.  Our policy is that 
we will bill your insurance policy.  If we do not receive payment within 60 days of the date we billed your 
insurance then we will transfer the balance to your responsibility and require that you remit payment to 
Sandra S. Kwak, M.D., Inc.  To prevent this, we suggest that you stay in communication with your 
insurance company to assure they are paying for the services we render.  Often, insurance companies 
are more responsive when they are contacted by their policyholders.  In addition, your prompt response 
to calls from our billing office will assist in obtaining timely payment from your insurance company.  The 
billing office may be reached at 866-853-0847 and they are available to assist you in obtaining payment 
on your claims. 
 
We require timely payment when you receive your statement. Balances are due upon receipt of your 
statement. Your co-payment is required at the time you check-in for your appointment (before services 
are rendered).  
 
All patient balances that are past due (greater than 30 days) will accrue an interest charge 
of $15 for each month of your outstanding balance.  Additionally, patient balances must be 
paid in full prior to any subsequent visits or will be collected prior to the rendering of any 
subsequent services.  
 
*Any checks returned to us as Non-Sufficient Funds will incur a fee of $25.00. 
 
I (or the person named below who is financially responsible for me) understand and agree that I (or the 
person named below who is financially responsible for me) am financially liable for all services rendered 
and will pay my outstanding balance within 10 days of receipt of my statement.  I (or the person named 
below who is financially responsible for me) understand that if my insurance plan does not pay Sandra S. 
Kwak, M.D., Inc. within 60 days of services billed, the balance will be transferred to my responsibility and 
payment will be due at that time.  
 
 
________________________________   _____________________________________ 
Patient Printed Name               Responsible Party's Printed Name 
 
________________________________   _____________________________________ 
Patient's Signature     Responsible Party's Signature 
 
______________________________   _____________________________________ 
Date                  Date 






