
Spouse/Parent (if minor)

)

I hereby assign all medical/surgical bene�ts to include major medical bene�ts to which I am entitled, including Medicare, commercial insurance and 
other health plans, to William Kohen, M.D., Brenda Sanford, M.D., Richard S. Bartholomew, D.O., and/or Philip Schmitt, D.O. This assignment will 
remain in e�ect until revoked by me in writing. A photocopy of this agreement is to be considered as valid as original. I understand that I am 
�nancially responsible for all charges whether paid or unpaid by my insurance company or companies. I hereby authorize said assignee/Doctor to 
release all information necessary to secure payment of services rendered.

FORM 01.09.19

I (patient name) _______________________________________ MEDICARE # _____________________________________  request that payment or
authorized Medicare bene�ts be made on my behalf to doctors William Kohen, M.D., Brenda Sanford, M.D., Richard S. Bartholomew, D.O., and/or 
Philip Schmitt, D.O. for any service furnished by them. I authorize any holder of medical information about me to be released to the health care 
�nancing administration and its agents, any information needed to determine these bene�ts or the bene�ts payable for related services. I further 
understand this is one time authorization and can only be revoked by me in writing.*

Pharmacy Name Pharmacy Phone Number
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