INSURANCE INFORMATION
Primary Insurance Co. Information: (name, address and phone # of person responsible for payment)
Insurance Company Name: __________________________________________ 
Policy Number: ________________________
Subscriber’s Name: ________________________________ Relationship to patient: __________
Subscriber’s DOB:  _______________ Subscriber’s Driver’s license: ____________________ Phone: ___________________ Subscribers Social Security Number: ____________________
Subscribers Address: _____________________________ City/State: ___________________ 
Zip: _____________
Secondary Insurance Co. Information: (name, address and phone # of person responsible for payment)
Insurance Company Name: __________________________________________ 
Policy Number: ________________________
Subscriber’s Name: ________________________________ Relationship to patient: __________
Subscriber’s DOB:  _______________ Subscriber’s Phone: ____________________ 

PATIENTS WITH INSURANCE: We bill most insurance carriers for you if proper information is provided to us at time of visit. We will also bill most secondary insurance companies for you. Copayments and deductibles are due at time of service. Since your agreement with your insurance carrier is a private one, we do not routinely research why an insurance carrier has not paid or why it paid less than anticipated for care. If an insurance carrier has not paid within 60 days of billing, professional fees are due and payable in full from you.

MEDICARE PATIENTS: We will bill Medicare for you. We will also bill secondary insurance carriers for you. All copayments or deductibles are due at time of service.

MEDICAID PATIENTS: All Medicaid patients must provide a current, valid card at time of services.

MEDICARE PATIENTS: I request payment of authorized Medicare benefits be made on my behalf to the Pine Eagle Clinic for any services furnished by the listed provider/supplier. I authorize any holder of medical information about me to release to the Health Care Financing Administration and its agents any information needed to determine these benefits or the benefits payable to related services.
I understand my signature requests that payment be made and authorizes 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 release of the information to the insurer or agency show. In Medicare assigned cases, the provider or supplier agrees to accept the charge determination of the Medicare carrier as the fill charge, and the patient is responsible only for the deductible, co-insurance, and non-covered services. Co-insurance and the deductible are based upon the charge determination of the Medicare carrier.

ASSIGNMENT OF INSURANCE BENEFITS Patients with insurances please read and sign below:
I hereby assign all medical and/or surgical benefits, to include major medical benefits to which I am entitled, private insurance, and any other health plans, to Pine Eagle Clinic. This assignment will remain in effect until revoked by me. A photocopy of this assignment is to be considered as valid as an original. I understand I am financially responsible for all charges whether or not paid by said insurance. I hereby authorize said assignee to release all information necessary to secure payment.

[bookmark: _GoBack]SIGNATURE: ___________________________________________ DATE: _______________
 

