JAMES B. NEIBURGER, M.D., FAAAI, FAACI
CERTIFIED-AMERICAN BOARD OF ALLERGY
AND IMMUNOLOGY
CERTIFIED-AMERICAN BOARD OF PEDIATRICS (77)

H. TERRY LEVINE, M.D., FACP, FAAAI, FAACI
CERTIFIED-AMERICAN BOARD OF ALLERGY
AND IMMUNOLOGY
CERTIFIED-AMERICAN BOARD OF INTERNAL MEDICINE (89)

ASTHMA & ALLERGY CARE, P.A.
ALLERGY, ASTHMA AND RELATED DISEASES
www.allergycarekc.com

NGUYEN P. TRAN, M.D.
CERTIFIED-AMERICAN BOARD OF ALLERGY
AND IMMUNOLOGY
CERTIFIED-AMERICAN BOARD OF PEDIATRICS (10)
CERTIFIED-AMERICAN BOARD OF INTERNAL MEDICINE (09)

CELINA C. BERNABE, D.O.
CERTIFIED-AMERICAN BOARD OF ALLERGY
AND IMMUNOLOGY

CERTIFIED-AMERICAN BOARD OF INTERNAL MEDICINE (98)

CERTIFIED-AMERICAN BOARD OF PEDIATRICS (00)

CORI COPILEVITZ PASSER, M.D.
CERTIFIED-AMERICAN BOARD OF ALLERGY
AND IMMUNOLOGY

CERTIFIED-AMERICAN BOARD OF INTERNAL MEDICINE (01)

10787 NALL AVE. o

SUITE 200

OVERLAND PARK, KS 66211 ° (913) 491-3300 L4

FAX (913) 491-0904
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| hereby authorize Allergy & Asthma Care, P.A., and its physicians to treat me/my child and to release any and all information to my insurance

carrier for purposes of claims administration and evaluation, utilization review and financial audit. | also authorize release
other physicians. These authorizations remain in effect from the date of signing until revoked in writing. | hereby assign fo A
am entitled for medical expense relative to services provided but not to exceed my indebtedness

Care, P.A. all money to which |

of information to my
llergy & Asthma
Ltis

understood that any money received from my insurance company over and above my indebtedness will be refunded to me when my bill is paid
in full. | understand | am financially responsible to Allergy & Asthma Care, P.A. and its physicians for charges not covered by this assignment.
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