Pottstown Clinic Company L.L.C.

Assignment of Benefits

Regardless of any insurance coverage I/we may or may not have, it is my/our responsibility to pay the entire bill. In the event that this office needs to obtain legal assistance in collection of any unpaid balance, I/we agree to pay costs and attorney fees, as allowable by law, and acknowledge receipt of a photocopy of the agreement.

Signature: __________________________      Date: ____________________

AUTHORIZATION TO RELEASE MEDICAL RECORDS FOR BILLING PURPOSES IS GRANTED BY ME. 

Signature:________________________________________________________

MEDICARE PATIENTS: I request that payment under the Medicare insurance program be made directly to Pottstown Memorial Medical Center on any bills for service furnished by their physicians during my lifetime. I understand that I may be held responsible for a portion of these bills after Medicare has paid the provider, or for charges Medicare does not cover.

Signature: _______________________________________________________ 

