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DOCUMENT PREPARATION

We provide the following documentation:

· New client form.

· Authorization to release information.

Procedure for document completion:

New client form- Fill out the form completely, please print and have each partner or majority shareholder fill out one form apiece.

Authorization to release information - Please sign at the bottom and print your name as well as the company name in the respective space.

NOTE:

Please call all attorney offices in advance and let them know our office will be calling and it is all right for them to cooperate in our verification process. This will help speed up the verification process. 

NEW CLIENT APPLICATION

(Please Print)

Seller’s Legal Name:
_______________________________________________________________________





Last 


First


Middle

Seller's Social Security # _______________________________
Date of Birth:________________________

Spouse's Legal Name:
_______________________________________________________________________





Last 


First


Middle

Spouse's Social Security # ___________________________________Date of Birth:________________________
Home phone # and E-mail _____________________________________________________________________

Business phone and fax # _______________________________________________________________________
Corporate, Legal Name: 
_______________________________________________________________________

State, County and year incorporated: ____________________________________________________________

Business, Legal Name:__________________________________________________________________________

Tax I.D. #

_______________________________________________________________________

Business Address: 
_______________________________________________________________________



  
_______________________________________________________________________

Is your business a (Circle one):
 
Sole Proprietor

Corporation

Partnership

Do you have any tax liens against you or your corporation?
Yes

No

Are you or your corporation in bankruptcy?


Yes

No

Are any UCC’s filed against you or your corporation?

Yes

No

Do you have any judgments filed against you?


Yes

No

Do you have any outstanding Bank Loans?


Yes

No

Corporations: Please provide the following:

1) Most current corporate filing or Articles of Incorporation.

2) Names and titles of all officers and majority shareholders.

3) Corporate resolution directing one individual to act on behalf of the corporation. 
For partnerships fill out one application for each partner. 

AUTHORIZATION TO RELEASE INFORMATION
I ___________________________________________________, hereby appoint Medical Factoring Concepts, Inc. ("MFC") as my agent to perform all things necessary to effectuate all actions as it relates to verification of the current status of all accounts held in common with your office. I further state, Medical Factoring Concepts, Inc. acts on my behalf in so performing its verification process.

Signed this  ____________day of  _____________________200___.

Company Name:  

__________________________________________________

(Please print)

___________________________________________________

Authorized individual signature  

__________________________________________________________

Authorized individual  



(Please print)

INFORMATION FOR FACTORING ACCOUNTS

FACTORING PAYMENT?

SYMBOL 183 \f "Symbol" \s 10 \h
We pay 70% of reasonable and customary charges and rebate


money if we collect full payment.

BENEFITS OF FACTORING

SYMBOL 183 \f "Symbol" \s 10 \h
Immediate Payment: You no longer have to wait for your accounts to settle.

SYMBOL 183 \f "Symbol" \s 10 \h
Instant Cash Flow: Take full advantage of cash discounts.

SYMBOL 183 \f "Symbol" \s 10 \h
No More Follow Up: We perform all follow up on the factored accounts. 

· No monthly payments.

YOU PROVIDE

SYMBOL 183 \f "Symbol" \s 10 \h
Patient Intake Form:


SYMBOL 183 \f "Symbol" \s 10 \h
All insurance information:  Medpay, Health or any other information

SYMBOL 183 \f "Symbol" \s 10 \h
Itemized Statement:
No HICFA's please

SYMBOL 183 \f "Symbol" \s 10 \h
Attorney Information:
Firm, Name, Address, Phone and Fax






Amount of Property Damage, if known.

SYMBOL 183 \f "Symbol" \s 10 \h
The original lien signed by patient and attorney.

GENERAL REQUIREMENTS

SYMBOL 183 \f "Symbol" \s 10 \h
Patient must be discharged from care and have an attorney.

SYMBOL 183 \f "Symbol" \s 10 \h
Attorney must have all information to prepare a demand package (i.e. your final report, notes, itemized statements).

SYMBOL 183 \f "Symbol" \s 10 \h
Adverse insurance accepts liability.

SYMBOL 183 \f "Symbol" \s 10 \h
Fees for treatment must be customary and reasonable.

Payment is based on the quality of your accounts receivable.

More questions? Call us at (602) 404-5758
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_____________________________________________________________________________________________________

By signing below the new client agrees the information is true and correct.             Date


(Only the New Client Application has to be signed). 
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