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Dr. Kline does ot participate with any health insurance. I understand that | am responsible for all chargers incurred

and that paymeni is due at the time services are rendered. We require a copy of your insurance card for laboratory
purposes only.

I request that payment of authorized Medicare benefits be made either to me or on my behalf to Mitchell Kline, M.D.
for services furnished to me by the provider. | authorize any holder of medical information about me to relcase to CMS
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KINDLY GIVE 24HR HOURS NOTICE TO CANCEL APPOINTMENTS.
A FEE OF $100.00 WILL BE BILLED TO YOU FOR LESS THAN 24HOUR HOURS NOTICE AS WELL AS
FAILURE TO KEEP SCHEDULED APPOINTMENTS.
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