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AUTHORIZATION FOR RELEASE OF INFORMATION
AUTHORIZATION TO RELEASE INFORMATION

I authorize release of medical and other information as required for collection of benefits by insurance carriers or other third party sources for payment in connection with the illness or injury of the patient.

MEDICARE/MEDICAID PATIENT’S CERTIFICATION – AUTHORIZATION TO RELEASE INFORMATION AND PAYMENT REQUESTS

I certify that the information given to me in applying under Title XVIII and/or Title XIX of the Social Security Administration or its intermediaries or carriers, and information needed for this or a related Medicare Claim.  I request the payments of authorized benefits may be made on my behalf.

I request payment of the authorized benefits on my behalf for any services furnished to me by North Pinellas Surgery Center.  I authorize any holder of medical or other information about me to release to Medicare and its agents any information needed to determine these benefits for related services.  

ASSIGNMENTS OF INSURANCE BENEFITS

I authorize payment directly to North Pinellas Surgery Center, Dunedin, Florida, both basic and major medical, arising from insurance through which the patient is insured, and which are otherwise payable to me, but not to exceed the Center’s regular charges for their services provided.  

I request payment directly to North Pinellas Surgery Center.  I authorize any holder of medical or other information about me to release to my insurance(s) and its agents any information needed to determine these benefits for related services. 

GUARANTEE OF PAYMENT

For and in consideration of services provided or to be provided by North Pinellas Surgery Center, I hereby guarantee payment for all bills rendered which are not covered or allowed by insurance together with all collection costs, including a reasonable attorney, in the event that it becomes necessary for the Center to file suit to effect payment.  I understand that all bills are payable and become due upon presentation. 

AUTHORIZATION FOR RELEASE OF MEDICAL INFORMATION

In the unlikely event that I am transferred or admitted to another facility providing a higher or more acute level of care due to unexpected complication, I do hereby authorize that medical facility to release any medical records including:  admission, treatment, progress notes, x-ray, or surgical reports and the discharge summary to the Risk Manager of North Pinellas Surgery Center.  

x___________________________________                      x______________________________________
WITNESSED BY





PATIENT SIGNATURE

____________________________________

DATE
