Carlos Trillo, MD

Lifetime Insurance Authorization: (please sign appropriate sections as they apply to your insurance)
	Medicare

I request that payment of authorized Medicare and supplemental insurance benefits be made on my behalf to the office of Carlos, Trillo, MD for services furnished to me by Carolos Trillo, MD.

I authorize any holder of medical or other information about me to release to the Health Care Financing Administration and its agents any information needed to determine these benefits of the benefits for related services.

Signature ___________________________________ Date_____________________


	Medicaid

I authorize the release of any medical information necessary to process this claim and related claims and assign insurance benefits directly to the office of Carlos Trillo, MD the amount due for medical expenses rendered by Carlos Trillo, MD under the terms of my Health Insurance Company.

Signature ____________________________________  Date______________________


	Commercial Insurance

I authorize the release of any medical information necessary to process this claim and related claims and assign insurance benefits directly to the office of Carlos Trillo, MD the amount due for medical expenses rendered by Carlos Trillo, MD under the terms of my Health Insurance Company.  I UNDERSTAND THAT MY DOCTOR BILLS MY CHARGES TO MY INSURANCE COMPANY AS A COURTESY TO ME.  I AM RESPONSIBLE FOR ANY COPAY, DEDUCTIBLE, COINSURANCE OR NON-COVERD SERVICE AS STATED IN MY POLICY.  THIS WILL BE COLLECTED AT THE TIME THE SERVICE IS RENDERED.

Signature _____________________________________ Date _____________________








     


	Self-pay or non-insured Patients:  If you do not have insurance or if we are not a provider for your insurance, you will be responsible for services as they are rendered.

Signature________________________________________   Date __________________


