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	IMPORTANT:  REQUIRED DOCUMENT

This document is required in order for us to bill on your behalf.




Date:

Please complete all sections.  Sign, date and return TODAY!

In order for us to bill Medicare, or other insurers, on your behalf this form must be completed, signed, dated and immediately returned to us.  Without this completed and signed form, we bill you directly for services rendered.

Assignment of Benefits and Authorization to Request, Obtain, Use and Release Information

By my signature below, I understand, authorize and agree to the following:

1. Assignment of Medicare, Medicaid, Medicare Supplemental, Blue Cross and Blue Shield of 

 or other insurance benefits (payment) to Compass Mental Health, LLC (CMH) for emergency services rendered to me by CMH.  CMH will directly submit claims for payment to Medicare, Medicaid, Medicare Supplemental or other insurers.

2. CMH to request, obtain and use my medical or other information that is necessary in order to, determine my eligibility for insurance coverage, submit claims for payment and/or respond to insurers inquiries.

3. CMH to release information in their files to my physician(s), caregiver(s), Medicare, Medicaid, Medicare Supplemental, Blue Cross and Blue Shield of 

 or other insurers and/or their agent or assigns.

4. CMH and their agents or assigns to contact me by telephone or mail regarding emergency services rendered to me by CMH and discuss other issues that may be medically appropriate.

5. To pay all amounts owned by me that are not covered by my insurer(s), including applicable co-payments and/or deductibles for which I am responsible.


ASSIGNMENT OF BENEFITS: I hereby assign my rights to payment for services covered under my contract to Compass Mental Health, LLC, but only to the extent of the amount of payment due for their services.   FORMCHECKBOX 
 PAY PROVIDER Initials 
 
Sign Name







Date

Print Name







Telephone Number

Primary Insurance & Policy Number



Date of Birth

Secondary Insurance & Policy Number (if applicable)

Doctor’s Name
	CMH protects our patient’s confidentiality.  Your personal information will not be shared with anyone except as necessary to provide you with the best possible medical care.













