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ELIGIBILITY WAIVER 
 
I, _________________________________________, hereby certify that I am eligible 
for 
 
___________________________________________ as of ________________________ 
   (Name of Insurance Carrier)                                                                                           (Month, Day, Year) 
 
I understand that if I am not eligible, I will be financially responsible for all services 
 
rendered on this date and I agree to pay within 30 days of receiving a claim. 
 
 
 
DATE OF BIRTH ______________________  
 
 
SSN#_____________________________ 
 
 
DATE _________________________________ 
 
 
SIGNATURE_________________________________________________ 
 
 
ADDRESS_________________________________________PHONE______________ 
 
 
DATE_______________________ WITNESS_________________________________ 


