Tnsurance Information

Patient Name:

Medicaid: [D# Sc juence i

Medicare #:__ . EffeciveDae: [/ [

Medicare Advantage Plan: ___ Poliey # _

I certify thal the information given hy me in applying for payment under TITLE XVIN of the Social Security Act is correet. |
authorize any holder of medical information sbout me to release to the Social Seourity Adm. or 1ts carriers, any information required
to process my Medicare Claim.

Primary Insurance: ‘ Policy #:

Address: Group #: Plan Code:
Subseriber:_ Sul scriber’s Date of Birth:

Secondary Insurance: -~ Policy #:

Address:_ Group #: Plan Code:
Subscriber: Subseriber’s Date of Birth:

Tertiary [nsurance: Policy #:

Address: Greup #: Plan Code:
Subscriber: _ Sutseriber’s Date of Birth:

No Fault/! DOA:

Compensation/ DOT: WCB:

Insurancee Co: Address:

Employer: Phone:

Address:

1 herchy authorize Castetlo Eye Physicians and Surpeons, PLLC to release medical infarmation necessary for filing claims for
services rendered to the insurange eompanics listed abuve. 1 hereby aithorize the insurance companics listed shove 1o make peyment
of benefits directly (o Costello Tye Physiciang and Surgenns, PLLC for services rendered. 1understand [ am financially respongible
for any charges nol covered by ty insurance or Medicare, [ permit phatocapies of this form o be valid as the original.

*** Paticnt’s Signature: __ Dute:

For copying purposes, please give your insurance L.D. card to the secretary.
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