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Patient Authorization
Patient Name:_______________________________ Physician __Dr.___________________
Last Name First Name MI

Please initial all applicable boxes. If a category does not apply to you, please write “N/A.”

Definitions: “I”, “me”, and “my” mean the patient named above. The “Physician” means my physician, their

affiliated entities, and their employees.

MEDICARE ASSIGNMENT OF BENEFITS
I certify that the information I gave in applying for payment of Medicare benefits is correct. I assign Medicare
benefits payable for physician services to the physician, and I understand that I am responsible for any health

insurance deductibles and co-insurance.

FINANCIAL RESPONSIBILITY

I understand that insurance coverage is not a guarantee of payment, and I agree that I am ultimately responsible
for services rendered at this physician’s office. I will honor the physician’s office payment policy. If I cannot

pay in full at the time of service, the physician’s office can ask others about my credit worthiness. I agree to pay

all expenses related to collection, whether by collection agency or by an attorney.

INSURANCE ASSIGNMENT

I irrevocably assign and transfer to the physician’s office all insurance benefits covering the physicians’ services
(including hospitalization, health, liability, worker’s compensation and any other insurance coverage) for the

payment of services rendered. I understand that it is my responsibility to comply with all pre-certification

requirements and that I am responsible for any health insurance co-payments and deductibles. 

AUTHORIZATION FOR CARE

I grant permission for the physician to render such care that my physician may deem necessary in my diagnosis
and treatment. I understand that such care may include medical treatment and minor surgical procedures.

AUTHORIZATION FOR RELEASE OF INFORMATION

I hereby authorize the physician to release necessary information for the following reasons: to other physicians
for continuing professional care; to any insurance company or third party payer for the purpose of processing a

claim or otherwise as allowed by law. I release the physician from any liability for the release of this

information, and I understand this release specifically includes any and all blood and related tests, including HIV,

NIBG, and other diseases. This authorization is irrevocable and is not limited in time.

HIPAA NOTICE OF PRIVACY PRACTICES

The physician is required by applicable federal and state law to maintain the privacy of your protected health
information. “Protected Health Information” (PHI) is information about you, including demographic information,

that may identify you and that relates to your past, present or future physical or mental health condition and

related health care services. We are required to give you notice about our privacy practices and your rights

concerning your PHI. This notice takes effect April 14, 2003, and will remain in effect until we replace it. We

reserve the right to change our privacy practices and applicable law permits the terms of this notice at any time,

provided such changes are needed. Before we make a significant change in our privacy practices, we will change

this notice and make the new notice available upon request. 

I am signing this agreement to obtain services.



Signature of Patient or Representative Relationship to Patient Date



Witness Date
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