FEA  FORTNEY  EYECARE  ASSOCIATES
ADVANCE \u10


MEDICARE / MAJOR MEDICAL BILLING AUTHORIZATION

I request payment of authorized Medicare/Major Medical benefits be made on my behalf to the doctors of Fortney Eyecare Associates for any services furnished me by their doctors. 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 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 coverage is indicated in Item 9 of HCFA 1500 claim form or elsewhere on other approved claims forms or electronically submitted claims, my signature authorizes releasing of the information to the insurer or agency shown.  In Medicare assigned cases, the doctor 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 deductible are based upon the charge determination of the Medicare carrier.

MAJOR MEDICAL / SUPPLEMENTAL INSURANCE BILLING AUTHORIZATION
I request payment of authorized services to be made on my behalf, to Fortney Eyecare Associates for any services furnished.  I authorize any holder of medical information about me, to release to my insurance company, any information needed to determine these benefits or the benefits payable for related services.  I understand that the Fortney Eyecare Associates submits insurance claims through the Eyefinity Eclaim System and I authorize them to do so. 

I hereby authorize payment directly to the Fortney Eyecare Associates and its doctors for medical benefits, otherwise payable to me, for their services. 
I am aware Fortney Eyecare bills my insurance:                                                                .
My Primary Doctor Is:                                                      Phone#                                            : (They will be contacted for a referral if required)   
I                                                                   am responsible for any rejections, denied claims, deductibles or copays   
__________________________________
_________________________

Patient Signature





Date

For Office use only:

.
Medical auth.doc
	DEARBORN
23469 Michigan Avenue

Near Outer Drive

Dearborn, Michigan 48124

(313) 565-5600

FAX: (313) 562-3000
	LIVONIA

37673 Five Mile Road

Corner Newburgh Road

Livonia, Michigan 48154

(734) 464-4441

FAX: (734) 464-4479
	WARREN
3824 Thirteen Mile Road

Corner Ryan Road

Warren, Michigan 48092

(586) 751-2600

FAX: (586) 751-4111
	WESTLAND

6565 Wayne Road

Corner Hunter Street

Westland, Michigan 48185

(734) 729-4600

FAX: (734) 729-1411
	YPSILANTI
2 North Huron Street

Corner Michigan Avenue

Ypsilanti, Michigan 48197

(734) 484-4400

FAX:  (734) 484-4200



