
Financial Policy

1. Authorization to Release Information:
I authorize METHODIST MEDICAL GROUP to furnish requested information from the patient's medical and other 
records to: (1) any insurance company or third party payer for the purpose of obtaining payment on account of (1) 
METHODIST MEDICAL GROUP, (2) any other person(s) or entities financially responsible for the patient's care or 
treatment, and (3) representatives of local, state, or federal agencies in accordance with law. Such information may 
include, but is not limited to, information concerning communicable diseases such as Acquired Immune Deficiency 
Syndrome (“AIDS”). I authorize the release of information from or the review of the patient's records for purposes of 
conducting medical audits, utilization reviews, or quality assurance reviews.

2. Assignment of Benefits:
We have made prior arrangements with many insurers and health plans to accept an assignment of benefits. This 
means that we will bill those plans for which we have an agreement and will only require you to pay the authorized 
copayment at the time of service.  It is your responsibility to pay any deductible amount, coinsurance, or any other 
balance not paid for by your insurance at the time of service.

If this account is assigned to an attorney for collection and or suit, the prevailing party shall be entitled to reasonable 
attorney's fees for costs of collection.

I understand that I am responsible for providing METHODIST MEDICAL GROUP all insurance information at the time 
of registration to allow for verification of benefits, and that regardless of my assigned insurance benefits, I am 
responsible for the total charges for services rendered.

I hereby assign all medical and/or surgical benefits, to include major medical benefits to which I am entitled including 
Medicare, private insurance, and other health plans to METHODIST MEDICAL GROUP. This assignment will remain in 
effect until revoked by me in writing. A photocopy of this assignment is to be considered as valid as an original. I 
understand that in the event my health plan determines a service to be “non-covered”, I will be responsible for all 
non-covered and allowable charges. I hereby authorize said assignee to release all information necessary to secure 
payment.

3. Medicare / Medicaid Assignment of Benefits: (Do not complete unless you receive Medicare/Medicaid health care 
benefits)
a. I certify that the information given by me in applying for payment under Title XVII of the Social Security Act is 

correct. I authorize the release of information concerning me to the Social Security Administration or its 
intermediaries or carriers as well as any information needed for filing a Medicare claim. I request that payment of 
authorized benefits be made on my behalf. I assign benefits payable for services to the physician or organization 
submitting a claim to Medicare for me.

Initial

b. I understand that Medicaid recipients are responsible for payment of any medical care or service received that is 
beyond the amount, duration and/or scope of the Texas Medicaid Program, as determined by the Medicaid 
Department or its health insuring agency. All payments for non-covered services are due and payable at the 
conclusion of each office visit unless prior payment arrangements have been made.

Initial

Signature of Patient or Guardian (and relationship if not patient) Date

[ ] Patient under 18 years of age
Witness

Translator (Print Name) Translator (Signature)
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