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Assignment of Benefits Form 

___________________________________________________________________ 

Name of Insured:__________________________________ 
 

Name of Patient :__________________________________ 
 
_____I request that payment of authorized insurance benefits, including Medicare if I am a Medicare beneficiary, be made 
on my behalf to the provider listed below for any services provided to me by that provider.  
 
_____I authorize the release of any medical or other information necessary to determine these benefits or the benefits 
payable for related services to the provider, CMS, my insurance carrier, or other entity if requested.  The original 
authorization will be kept on file by the provider. 
 
_____I understand that I am financially responsible to the provider for any charges not covered by health care benefits.  It 
is my responsibility to notify the provider of any changes in my health care coverage.  In some cases, exact insurance 
benefits cannot be determined until the insurance company receives the claim.  I am responsible for the entire bill or 
balance of the bill as determined by the provider and/or my health care insurer if the submitted claim/claims or any part of 
them are denied for payment. 

 
_____I understand that by signing this form I am accepting financial responsibility as explained above for all payments for 
services received. 
 
_____I hereby authorize my provider to release all information acquired during the medical examination and treatment for 
insurance claim filing.  Photocopies of this authorization shall be considered as effective and valid as the original. 
 

●     The patient issued and explained the NYSDOH Patients’ Bill of Rights for Diagnostic and Treatment Centers 
(Clinics) in their preferred language. 
 

Name of Person signing below (print)_______________________________________ 
 
Relationship to Insured____________________________________________________ 
 
Signature of Insured or Patient/Guardian______________________________________ Date______________________ 
 
     
 
 
 
 
 



(Address of Provider)
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