MEDICARE AUTHORIZATION FORM

MEDICARE AUTHORIZATION

| REQUEST THAT PAYMENT OF AUTHORIZED MEDICARE BENEFITS BE MADE EITHER TO ME OR ON MY
BEHALF TO DR. FOR ANY SERVICES FURNISHED TO ME BY MY PHYSICIAN. I
AUTHORIZE ANY HOLDER OF MEDICAL INFORMATION ABOUT ME TO RELEASE TO THE HEALTH

CARO FINANCING ADMINISTRATION AND ITS AGENTS ANY INFORMATION NEEDED TO DETERMINE
THESE BENEFITS OR THE BENEFITS PAYABLE FOR RELATED SERVICES. | UNDERSTAND MY SIGNATURE
REQUESTS THAT PAYMENT BE MADE AND AUTHORIZES THE RELEASE OF MEDICAL INFORMATION
NECESSARY TO PAY THE CLAIM. IF “OTHER HEALTH INSURANCE" IS INDICATED IN ITEM 9 OF THE
HCFA-1500 FORM, OR ELSEWHERE ON OTHER APPROVED CLAIM FORMS OR ELECTRONICALLY
SUBMITTED CLAIMS, MY SIGNATURE AUTHORIZES THE RELEASING OF THE INFORMATION TO THE
INSURER OR AGENCY SHOWN. IN MEDICARE-ASSIGNED CASES, THE PHYSICIAN OR SUPPLIER AGREES
TO ACCEPT THE CHARGE DETERMINATION OF THE MEDICARE CARRIER AS THE FULL CHARGE AND THE
PATIENT IS RESPONSIBLE ONLY FOR THE DEDUCTIBLE, CO-INSURANCE, AND NONCOVERED
SERVICES. CO-INSURANCE AND THE DEDUCTIBLE ARE BASED UPON THE CHARGE DETERMINATION OF
THE MEDICARE CARRIER.
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