Advanced Medical Support                    


P.O. Box 30038, Palm Beach Gardens, FL 33420

Phone (800) 616-0274 * (561) 624-2845 * Fax (561)-625-5386


A National Diabetic Support Program!

PATIENT NAME:  MERGEFIELD Pat_Middle _______________ PATIENT ID#  ______________    

DIABETIC SUPPLY AUTHORIZATION

Authorization Date: ______________

AUTHORIZATION FOR SERVICE

The patient / legal guardian authorizes Advanced Medical Support, Inc. to supply diabetic supplies as requested by the patient / legal guardian and/or by prescription from physician.

RELEASE OF MEDICAL RECORDS TO YOUR INSURANCE COMPANY

The Patient / legal guardian authorizes Advanced Medical Support, Inc. to disclose the patient's diabetic supply records to Medicare or the insurance company.

ASSIGNMENT OF BENEFITS

The patient / legal guardian authorizes payment directly to Advanced Medical Support, Inc. any insurance or health plan benefits payable for services rendered.

CHANGE OF INSURANCE

The patient / legal guardian agrees to immediately contact Advanced Medical Support, Inc. to advise of any cancellation or change in policy or changing of policy to an HMO.  The patient / legal guardian will be responsible for all charges not paid by insurance company due to cancellation of policy, changing of policy to an HMO policy or by ordering from two suppliers simultaneously.

DEDUCTIBLE & CO-PAYMENT

I understand and agree that I will be responsible for payment of any unmet portion of my annual insurance/Medicare deductible that may be withheld from payment to Advanced Medical Support, Inc.

(check one)

□
I understand and agree that my supplemental insurance policy or myself (if I do not have a supplemental insurance policy) will be responsible for paying the 20% co-payment (of insurance/Medicare allowable amounts) for my diabetic supplies.

□
I am financially unable to pay for my co-insurance amounts and have signed a Hardship Statement/application, which is attached to this Diabetic Supply Authorization.

RECEIPT OF MEDICARE/INSURANCE NOTIFICATION DOCUMENTS

My signature acknowledges receipt of the Medicare/Insurance Required Notification Document package, which consists of: 1) Medicare Supplier Standards, 2) Patient Bill of Rights and Responsibilities, 3) the organization’s Complaint policy and 4) the organization’s Privacy Notice.

PATIENT or LEGAL GUARDIAN_______________________________________  

DATE ___/___/___
