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ONE TIME AUTHORIZATION








I request that payment of authorized Medicare benefits be made to Vitreo-Retinal Consultants and Surgeons for any services furnished me.  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 payable for related services.





____________________________________     ______________________     _____________________


Patient’s Signature				         Medicare Number                    	Date Signed














I hereby assign the insurance benefits due me under my insurance carrier to Vitreo Retinal Consultants and Surgeons, P.A., 530 N. Lorraine, Wichita, KS  67214.  I understand that I am financially responsible for any charges not covered by this assignment.  I also hereby authorize the release of information required in the course of my examination or treatment as may be needed to process my insurance.





____________________________________     		________________________                                    


     Patient’s Signature					       	 Date Signed














I consent to the use of any photographs and/or medical information contained in my file for educational and insurance purposes.





____________________________________	             _______________________


     Patient /Signature			                                         Date Signed                                             


