
 
 

 

Diplomate of American Board of Psychiatry and Neurology   
Board Certified in Adult and Child Neurology   

Board Certified in Clinical Neurophysiology, FABPN   
4416 East West Hwy, Suite 201, Bethesda, MD 20814   

    Bus: (301) 652 - 6800 • Fax: (301) 913 - 2817   
  

   

Patient Name: ____________________________ D.O.B. ____________ 

 

BILLING CONTACT FORM 

 

Please provide full information for the individual responsible for billing. Unless otherwise 

specified in this form, bills will be sent to the address on file and it will be your responsibility to 

forward the billing to the appropriate party.  

 

□  Please check here if the billing address is the same as the patient address.  

 

If billing address is different than patient address, please provide all requested information 

below.  

 

 

Parent Name:   ________________________________ 

 

Billing Phone #: ________________________________ 

 

Billing Address:  ________________________________ 

   ________________________________ 

   ________________________________ 

 

 

______________________________________  ______________________________________  
Parent/Guardian Name (Print)     Parent/Guardian Signature 


