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Consent to Treat
 
I voluntarily consent to such care and treatment as prescribed by the physician as is 
necessary in his/her judgment.

Medicare Authorization

I request payment of authorized Medicare benefits be made on my behalf to The Eye 
Center of Parkville, for any services furnished to me by that physician/supplier.  I 
authorize the holder of medical information, about me, to release to Medicare and its 
agents any information needed to determine these benefits payable to related services.

I understand that my signature requests that payment be made and authorizes release of 
medical information necessary to pay the claim.  If “other health insurance” is indicated 
in item 9 of the HCFA-1500 form, or elsewhere on other approved claim forms or 
electronically submitted claims, my signature authorizes the release of the information to 
the insurer to the agency shown.  I Medicare assigned cases, the physician or supplier 
agrees to accept the chare determination of the Medicare carrier as the full charge, and 
the patient is responsible only for the deductible, co-insurance and the uncovered 
services.  Co-insurance and the deductible are based upon the charge determination of the 
Medicare carrier.

Medigap Authorization

The following is to be filled out if you have a Medigap insurance policy for which you 
wish to assign benefits.  A Medigap or Medicare Supplemental policy is a health 
insurance policy or other health plan, offered by a private company, to those entitled to 
Medicare benefits.  It is designed to pay certain costs that Medicare does not pay.  By 
law, this excludes a policy or plan offered by an employer or employees or former 
employees, as well as a policy or plan offered by a labor organization to members or 
former members.

This agreement is in effect until revoked in writing by the patient.

Notice of Privacy Practices

I have been given a copy of the Notice of Privacy Practices of The Eye Center of 
Parkville to review.  

Signature:_________________________________ Date:___________ 


