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AUTHORIZATION TO RELEASE INFORMATION

I, _________________________________ authorize Cheboygan Surgical Associates to release and/or discuss information relevant to my care to the following individuals:

_____ Spouse (name)
__________________________________________________________________________

_____ Other (name)
__________________________________________________________________________

I also authorize information about my health care including appointments, test results, or other messages to be left on my answering machine in the event I am not available.

_____ Yes
_____ No

SIGNED:  _____________________________________  DATE: _______________________________________

INSURANCE AUTHORIZATION AND ASSIGNMENT

In order for us to submit a claim for payment and for payment to be made directly to the above named provider, we must have your authorization and signature signed below in the appropriate area for your insurance company(ies).

INSURANCE AUTHORIZATION, WORKERS COMPENSATION, AND PRIVATE PAYMENT:
· I hereby authorize release of information necessary to file a claim with my insurance company and assign benefits otherwise payable to me to the physician/supplier indicated on the claim.  

· I understand I am financially responsible for any balance not covered by my insurance carrier.  I understand that if services are rejected by workers compensation to be non-related or in dispute of a work-related injury, that I am financially responsible for these charges.

· If my current policy prohibits direct payment to the physician/supplier, then I hereby also instruct and direct the insurance company to make out the check to me and mail it in care of the above named physician/supplier to the address listed on the claim.

· I understand that I am responsible for all charges for services rendered if I do not carry medical insurance.

· I authorize the physician/supplier to initiate a complaint to the Insurance Commissioner for any reason on my behalf.

A copy of this signature is as valid as the original.

SIGNED:                                                                          
DATE:  __________________________________________
MEDICARE AUTHORIZATION:         MEDICARE #:   ______________________                                                                                                                                                   
I request that payment of authorized Medicare benefits be made to me or on my behalf to T.M. Burandt, D.O. & Associates, P.C. (aka Cheboygan Surgical Associates) for any services furnished to me by that physician/supplier.  I authorize any holder of medical information about me to release to the Health Care Financing Administration and its agents any information needed to determine these benefits or the benefits payable for related services.

I hereby authorize Medicare to furnish to the above named physician/supplier any information regarding my Medicare Claims under Title XVII of the Social Security Act.  This authorization is in effect until I choose to revoke it.

SIGNED:                                                                           
DATE:  __________________________________________
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