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| understand and agree that, regardless of my insurance status, | am ultimately responsible for the balance on my account for any professional service
rendered. | have completed the above questions and certify this information is true and correct to the best of my knowledge. | will notify you of any
changes in my insurance status or any of the above information. | request that payment of authorized medical benefits, if any, be made to Saint Francis
Health System on my behalf for any unpaid services rendered by the Saint Francis Health System Laboratory.
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