PATIENT NAME: D.0.B.

ASSIGNMENT OF BENEFITS

MEDICARE PATIENTS:

I request that payment of authorized Medicare benefits be made either to me or on my behalf to the name of the provider of service
and/or supplier for any services furnished to me by that physician or supplier. I authorize any holder of medical information about me
4o release to the Health Care Financing Administration and its agents any information needed to determine these benefits or the
benefits payable for related service.

We do accept Medicare assignment, however, you are responsible for your Medicare deductible. Many co-insurance plans do not
cover the Medicare deductible and you will be billed. Tt is your responsibility to know if your co-insurance does not cover this. In
addition, if the 20% after Medicare is not paid by your co-insurance, it is your responsibility to contact them regarding this, Please
note: we will file your co-insurance one time only.

T have read the above and fully understand my financial obligation.

Date Patient Signature HIC#

MEDIGAP PATIENTS:

I request that payment of authorized Medigap benefits be made either to me or on my behalf to the name of the provider of service
and/or supplier for any services furnished to me by that provider of service and/or supplier. I authorize any holder of Medicare
information about me to release to (Name of Medigap insurer) and its agents
any information needed to determine these benefits payable for related service.

I have read the above and fully understand my financial obligation.

Date Patient Signature HIC #

o} BLUE SHIELD PATIENTS
We participate in a varisty of Pennsylvania Blue Shield plans in addition to Blue Shield plans-of other states. You will be
billed for any-applicable co-payments and deductibles. T understand that payment for-office-visits is due in full at the
time of the visit.

o] " COMMERCIAL HEALTH INSURANCE PATIENTS
As a courtesy to our patients, when we have your complete insurance information, a claim is automatically submitted to your
insurance carrier unless we are instructed otherwise. In some cases, you will receive payment. You are personally
responsible for payment of the entire account. We will assist you; however, any questions related to delayed payment or
denial should be directed to your insurance company and not to our office. . ~

o HMO AND PPO PATIENTS
We participate in numerous HMO and PPO programs. Due to the varied guidelines defined by each plan, it is your
responsibility to know your specific plan. Additionally, in certain programs, you will be responsible for any co-payments
that apply.

o " SELF PAY PATIENTS
Payment for services rendered is due at the time of service unless other arrangements have been made prior to your

appointment. Your prompt payment is appreciated. We do not want your health care to be a financial hardship to you. If
you have any difficulties, our billing department will help to establish a payment program to accommodate your needs.

T have read the item checked above and fully understand my financial obligation.

Date 2021 : Patient Signature




