
Jeffrey S. 
Masin, MD

Surgery Scheduling Inquiry

Your medical coverage is a contract between you and your insurance company.  As the policyholder 
you should be aware of the requirements and limitations of your plan.  Prior to surgery, please 
check with your insurance company concerning your responsibility.  A customer service number is 
often found on the insurance card provided by your company.  If accurate information is not obtained 
your insurance company could reject your claim or pay at a reduced rate. If you have a deductible 
that has not been met, we will ask that you pay that at least 7 days before surgery.  

WE WILL NOT SCHEDULE THE SURGERY UNTIL THIS FORM IS SIGNED AND RETURNED TO 
OUR OFFICE WITH PAYMENT (IF REQUIRED).

PROCEDURE PLANNED (if known) _____________________________________________

PATIENT NAME  ____________________________________________________________

POLICY HOLDER NAME  _____________________________________________________

INSURANCE COMPANY  _____________________________________________________

INSURANCE BILLING ADDRESS  ______________________________________________

MEMBER/POLICY ID#  _______________________________________________________

POLICY GROUP #  __________________________________________________________

PREFERRED FACILITY (determined by insurance company)    
   _____   AKRON CHILDREN'S HOSPITAL MAIN OR
   _____   AKRON CHILDREN’S HOSPITAL OUTPATIENT SURGERY CTR
   _____   SUMMA AKRON CITY HOSPITAL
   _____   AKRON GENERAL HOSPITAL MAIN
   _____   AKRON GENERAL HOSPITAL HEALTH & WELLNESS                                      
I have read the above and fully understand.  I agree to accept financial responsibility for any services 
provided by JEFFREY S. MASIN, MD.
 

SIGNATURE____________________________________DATE_______________________
                                                                                                                                                                                                                                                              
Please list three dates that are good for scheduling your surgery (Tuesday/Thursday):

1.____________________   2._______________________   3._______________________

3085 W. Market St., Suite 102
Fairlawn, Ohio 44333

330-379-9070
fax 330-379-2358






