CARDIO MEDICAL GROUP

NON INVASIVE*INVASIVE  CARDIOLOGY

DIPLOMATES OF AMERICAN BOARD OF INTERNAL MEDICINE



SUBSPECIALTY OF CARDIOLOGY

HOWARD S. COHEN, M.D., F.A.C.C.

LARRY J. COHEN, M.D., F.A.C.C.

DATE: ___________________________

I ______________________________ understand that a claim for my office 



(Patient Name)

visit/testing of _____________________________ will be sent to my 





(Date of Visit)

insurance company based on the insurance I.D. card _________________________ I presented today.  Should this insurance

    (Name of Insurance Company)

company not pay because of ineligibility or preexisting conditions, or for any reason, I will be totally responsible for the balance of my account.  

________________________



____________________

PATIENT SIGNATURE




DATE

________________________



____________________

WITNESS






DATE

5 MOUNTAIN BOULEVARD*WARREN COMMONS SUITE 2*WARREN, NEW JERSEY 07059

(908) 769-9800* FAX (908) 769-8182

98 JAMES STREET*SUITE 313*EDISON, NEW JERSEY, 08820

(732) 635-1100* FAX (732) 635-0918


