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INSURANCE & BILLING INFORMATION—Fill this out if you don’t have insurance card with you 

 
I have been presented with a copy of the Notice of Privacy Practices, detailing how my health information may be used 
and disclosed as permitted under federal and state law, and outlining my rights regarding my health information. 
 
Signed: ________________________ Date: ____________Relationship (if not signed by patient): _______________________ 
 
I authorize Grand Rapids Plastic Surgery, PLC, to release my records to:  
 
Name: ___________________________________________________ Relationship: _________________________________ 
Name: ___________________________________________________ Relationship: _________________________________ 
Name: ___________________________________________________ Relationship: _________________________________ 
 
Internal Use Only 
Presented on (date and time): _______________________________By (name and title): ______________________________ 


