
                                                                    
                                                                                                                                                  

50 ALESSANDRO PLACE, SUITE 410  PASADENA, CALIFORNIA  91105  (626) 793-7114  FAX (626) 793-7679 

 
 
 
 
 
 
 
Date ____________________ 
 
 
 
 
 
 
Patient:  _______________________________ 
 
Date of Birth:  __________________________ 
 
Social Security # ________________________ 
 
 
It is my decision to waive my HMO benefits through ____________________________________.  I  
 
will be treated by Dr. ________________ under my _________________________________ benefits. 
 
I understand that I will be responsible all hospital/ facility and physician charges. 
 
 
     ________________________________________________ 
                                                                      Signature 
 
 
                                             ______________________ 
                              Date 
 
 
 
Witness (Print Name) __________________________ 
 
Witness Signature:  ___________________________ 
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