Sylvie Abramson, LCSW, DCSW

ASSIGNMENT OF BENEFITS


[bookmark: _GoBack]Patient’s Name (Print)__________________________________________________D.O.B.:_____________________________

Address: __________________________________________________________________________________

__________________________________________________________________________________________

Phone: ____________________________________________________________________________________

Social Security Number: ______________________________________________________________________

Insurance Company Name: ______________________________Insurance Phone:_______________________

	Insured Name:___________________________________________________D.O.B.: ______________

	Member ID Number: __________________________________________________________________

	Group Number: ______________________________________________________________________

	Employer’s Name: ____________________________________________________________________

	Insured Social Security Number: _________________________________________________________

Secondary Insurance Company Name: _________________________Policy Number:____________________

I HEREBY ASSIGN to SYLVIE ABRAMSON, LCSW all benefits provided under my healthcare plan or medical expenses policy, including motor vehicle insurance, otherwise due or payable to me or on my behalf. All payments under this paragraph are to be made directly to such Assignee. I understand that I am personally responsible to Sylvie Abramson, LCSW for charges not covered by this Assignment.

I request that Payment of authorized MEDIGAP benefits be made on my behalf to SYLVIE ABRAMSON, LCSW for any services furnished to me by SYLVIE ABRAMSON, LCSW.
I authorize any holder of medical information about me released to:

Name of MEDIGAP Insurance Company: ________________________________________________any information needed to determine these benefits payable for related services. I understand that I do not need to provide any Supplemental insurer with information concerning this Medicare claim because of my signing this Authorization will cause Medicare payment information to cross over automatically.





Patient Signature:________________________________________________Date: ____________________
