Abbas Motazedi, M.D.

Please Print Clearty Date
E (Fi Micdie) (Lasy Date of Birth Sex

PATIENT NAME (Firs)) | . ~
W Address - Apt No. Caty State : Zip Home Phone
Employer Socal Security No. Work Phone
Spouse/Parent Name Employer : Work Phone
Referring Physician
MEDICARE PartB O Yes [ No BLUE SHIELD D bC. O Maryland D Other
1LD. Number LD. Number - Group Code
OTHER OR SECONDARY INSURANCE POLICY HOLDER NAME
Company Name LD. Number Address
MEDICAID
Dbec D Maryland 1.D. Number Eflective Date

- Patient Insurance Authorization and Assignment

l' . hereby suthorize Abbas Motazedi, M.D. to apply for benefits
on my behall for services rendered by Abbas Motazedi, M.D, and request that my payments from Medicare, Bive Shield of D.C, Blue

be made directly to

ield nd, and/or
Shield of Maryla =

Abbas Motazedi, M.D. | certify that the information | have reported with regard to my insurance coverage is comect and further suthorize
the release of any necessary information, including medical information for this or any relsted claim, to the above named billing agent(s); -
Biue Shield of D.C. Blue Shield of Maryland, Social Security Administration and Health Care Financing in case of Medicare Pari B

. | permit & copy of this suthorization to be used in

benefits, and/or
Mame insurence Co.
place of the original. This authorization may be revoked by sither me or my insurance carrier at any time in writing.

HMO Insurance Waiver: I understand that if I do not present a

referral (Authurization) from my Primary Care Physician before

recieving services from specialist physician(Dr.Motazedi),I am

fully responsible to pay in full for the services rendered and

I waive any such claim to be submitted to my insurance carrier

for these services, I authorlze Dr. Motazedi to blll me for any Medlcare or
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'J.nsurance none cover Medlcal services. .

Abbas Motazedi, M.D. :
1160 VARNUM S5.T. N.E. Patient Signature
Suvie #111
WASHINGTON, D.C.20017
Phone ; 202.269-0381 _ Patient Account Number
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