
B EMERGENCY CONTACTSA IDENTIFICATION

I ccrtlfy that the above information given by me In applYing for payment under Title XIX of The Social Secunty Act IS correct. I
authorize any holder of medical or other infonnation aOOm me to release to the Social Security Administration of its intermedi­
aries or carrier any information needed for this or related insurance claims. I request that the payment of authorize benefits be
made on my behalf. I assign the benefits payable for physician services to the physician or organization furnishing the services or
authorize sueh physician or organization to submit a claim to Medicare for payment. I authorize the release of any medical
information necessary for insurance claim processing. I authorize payment of medical benefits of The Breast Clinic.
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In Case ofEmergency. Notify: Secondary Conract
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LIFETIME AUTHORIZATION
Insurance and/or Medicare certification for payment
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Signed: Datc: _

By: Rclationship: _

If signed by other than beneficiary, statc thc reason thc patient was unable to sign: ---------------c::o:::;:;;:::=
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