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ASSIGNMENT OF INSURANCE BENEFITS FORM 

Assignment of Benefits: 

I REQUEST THAT PAYMENT OF AUTHORIZED INSURANCE OR MEDICARE BENEFITS 
BE MADE EITHER TO ME OR ON MY BEHALF TO PACIFIC BRAIN AND SPINE MEDICAL 
GROUp, INC., FOR ANY SERVICES FURNISHED ME BY THE PHYSICIAN/SUPPLIER. I 
AUTHORIZE ANY HOLDER OF MEDICAL INFORMATION ABOUT ME TO RELEASE TO 
THE INSURANCE COMPANY OR TO CMS (CENTERS FOR MEDICARE AND MEDICAID 
SERVICES, FORMERLY KNOWN A HCFA) 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. 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, coinsurance and non-covered services. 
Coinsurance and the deductible are based upon the charge determination of the Medicare 
carrier. 

This assignment will remain in effect until revoked by me in writing. A photocopy of this 
assignment is to be considered as valid as an original. I UNDERSTAND THAT I AM 
FINANCIALLY RESPONSIBLE FOR ALL CHARGES, WHETHER OR NOT PAID BY SAID 
INSURANCE. 

Print Name _ _ _ _ _ ____ _________ _ 

Signature ____________ _ ______ Date _ _ ____ 
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