Form 06004: Insurance Benefits and Information Release

I hereby authorize the physician to release any and all information necessary concerning my diagnosis and treatment for the purposes of securing payment from my insurance company; and thereby authorize payment of the insurance benefits directly to the physician for any services rendered that are not paid for directly by me.

_______________________________________________
__________________


Print Name
Date of Birth

_______________________________________________
__________________


Patient’s Signature
Date

(or parent or guardian's signature if patient is a child)


Form 06005: Medicare Authorization
Patient Name:___________________________
Health Insurance No.:____________________________

I request that payment of authorized Medicare benefits be made either to me or on my behalf to physician/provider Sylva Family Practice, PA for any services furnished me by that physician/provider.

I authorize any holder of medical information about me to release to the Centers for Medicare and Medicaid Services and its agents any information needed to determine these benefits or the benefits payable for related services.

_______________________________________________
__________________


Print Name
Date of Birth

_______________________________________________
__________________


Patient’s Signature
Date

(or parent or guardian's signature if patient is a child)

Effective date: 01/01/2015
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