
Meenakshi Jain M.D., FACOG

 _________________________________ (  ),    I Patient Name agree to pay all 

  ,       .   :balances in full after my insurance has paid their part The balances include  

- , ,          co pays deductibles and any other balance that my insurance says I am 

 .responsible for

: _____________________________Signature

: __________________Date


	Meenakshi Jain M.D., FACOG

