
 
 

 

By signing this form I, the patient or patient guardian, have received a copy of the 

“Patient Financials Policy” as provided to me by Chico Orthopaedics. 

 

 

 

 

________________________________    

 ______________________________ 

Patient/Guardian Signature            Date     Print Patient 

Name                   DOB 

 

 

 

                                                       Charles Wilhite, MD & Nicholas Komas, MD 

          111 Raley Blvd., Suite 160, Chico, CA. 95928 

 


