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Date:____________________________

Patient:_________________________________________

Account #: ______________________________________

Michigan Hand Rehabilitation Center will submit a claim to your insurance carrier for the Durable Medical Equipment, custom splint, prefabricated splint, and/or medical supplies given to you.  However, if your insurance carrier rejects our claim, the charges will be transferred to you for payment.

With your understanding and acceptance of this agreement, please sign below.

Thank you.

Sincerely,

MICHIGAN HAND REHABILITATION CENTER







________________________________







 

          Patient's Signature










