INSURANCE WAIVER

| understand that if my insurance does not make me effective with
Dunkirk Family Practice to cover any visits | may have, | will be solely
responsible for any and all charges.

| further understand that it is my responsibility to inform the insurance
company of this change and to provide Dunkirk Family Practice with a copy

of my new card, once | receive it.

Patient Signature Date

Printed Name Date of Birth



