Lifetime Medicare Signature Form 
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This is a signed statement to permit the payment for your services to be paid directly to Anderson Walk-In Medical Clinic by Medicare. 

I request the payment for my medical services be sent directly to: Anderson Walk-In Medical Clinic. I authorize Anderson Walk-In Medical Clinic to provide Medicare with any of my medical information needed to determine my payable Medicare benefits. 

I understand that I will be held financially responsible for any medical services that I obtain from Anderson Walk-In Medical Clinic that Medicare considers as a Non-Covered Service.

Example: EKG’s depending on diagnosis, Some Injections, Osteopathic Manipulation Treatments

__________________________________              __________________________________
     Patient Name (Printed) 
                                    Patient / Guardian Signature
_____________________________             _____________________________
      Medicare Policy Number                                                          Date 
