


 



 
 
 
 
 
PATIENT NAME: ___________________________________________________ 

CHART NUMBER: _________________________________________________ 

MEDICAL SERVICE COVERAGE ACKNOWLEDGMENT 

I have been informed by Reed Dermatology that the services done today may 
not be covered by my Health Care Benefits Plan. If this is the case, then I am 
responsible for payment of services if they are refused by my insurance 
company.  

 

Signature: __________________________________________ 

 Date: ____________________________________________ 

 




