LIFETIME MEDICARE AUTHORIZATION
[bookmark: _GoBack]MEDICARE CERTIFICATION FOR PAYMENT

I CERTIFY THAT THE INFORMATION GIVEN BY ME IN APPLYING FOR PAYMENT UNDER TITLE XVIII OF THE SOCIAL SECURITY ACT IS CORRECT
I AUTHORIZE THE RELEASE OF ANY MEDICAL OR OTHER INFORMATION ABOUT ME TO THE SOCIAL SECURITY ADMINISTRATION, ITS INTERMEDIARIES OR CARRIERS AS NEEDED FOR THIS OR A RELATED MEDICAL CLAIM
I REQUEST THAT THE PAYMENT OF AUTHORIZED BENEFITS BE MADE ON MY BEHALF
I ASSIGN THE BENEFITS PAYABLE FOR PHYSICIAN SERVICES TO THE PHYSICIAN OR ORGANIZATION FURNISHING THE SERVICES OR AUTHORIZE SUCH PHYSICIAN OR ORGANIZATION TO SUBMIT A CLAIM TO MEDICARE FOR PAYMENT TO ME.
I REQUEST THAT THIS AUTHORIZATION ALSO APPLY TO ALL OTHER INSURANCE

SIGNED:______________________________________ DATE:___________________________

BY:_______________________________________TITLE:______________________________

IF SIGNED BY OTHER THAN THE BENEFICIARY, STATE THE REASON THE PATIENT WAS UNABLE TO SIGN:_____________________________________________________________________________________________________________________________________________________________________________________________________________________________________
