
PATIENT NAME ________________________________________________________ 

Dear Patient, Parent or Guardian: 

After your insurance(s) has paid, there may be money due back to you.  Please indicate 

below who should receive this refund. 

(PLEASE PRINT) 

RECIPIENT’S NAME _____________________________________________________ 

RECIPIENT’S ADDRESS _________________________________________________ 

__________________________________________________ 

RECIPIENT’S RELATIONSHIP TO PATIENT ________________________________ 

SIGNATURE ____________________________________________________________ 

DATE __________________________________________________________________ 
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