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  Steven F. Weinstein, MD., FAAAAI, FACAAI
 SEQ CHAPTER \h \r 1
HMO/PPO ELIGIBILITY CERTIFICATION

PATIENT NAME:__________________________________ DATE OF BIRTH:___________

CERTIFICATE # (SS#):_____________________________ GROUP #:__________________

SUBSCRIBER NAME:______________________________

EMPLOYER:______________________________________ EMPLOYEE ID#:___________

     I certify that I am eligible for ________________________ benefits as of the date below 

                                                  (Name of HMO/PPO plan)

through my___________________________employment at ____________________________

                 (Own/Spouse’s/Parent’s)                                             (Employer’s name)

I understand that the ALLERGY & ASTHMA SPECIALISTS MEDICAL GROUP is a 

contracted provider for the HMO/PPO insurance plan listed above.  I understand that if I am 

ever not entitles to benefits from the HMO/PPO plan listed above, I will be responsible for all

charges related to services provided to me during the period when I did not have benefits.  My

signature below confirms that I understand this eligibility certification, and that I will pay in full

any and all charges on demand if I am not eligible for medical benefits now or in the future.

If my insurance plan requires a co-payment, I will pay the full amount at the time the service is

rendered.  WE DO NOT “BILL” CO-PAYMENTS. WE ACCEPT CASH AND CHECKS.
I understand that the ALLERGY & ASTHMA SPECIALISTS MEDICAL GROUP are consult-

ants and are not responsible for emergency, unscheduled, or general care, or medication refills,

even if they are related to my allergies or asthma.  Your primary care doctor remains responsible

for these services.

I hereby authorize the ALLERGY & ASTHMA SPECIALISTS MEDICAL GROUP to release

medical and billing information about me to the 

__MONARCH HEALTHCARE IPA            __GREATER NEWPORT IPA

__MEMORIAL HEALTHCARE IPA          __ BRISTOL PARK MED. GRP.

for the purpose of determining benefits and maintaining records.

_______________________________________________            DATE:________________

(Signature of Patient or Responsible Party)
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