                                            Guarantee Agreement

I hereby authorize Comprehensive Island Medical Care LLC to release any and all medical information to my insurance carrier (or to a designated attorney) for purposes of claims administration and evaluation, utilization review and financial audit. This authorization remains valid and effective from the date of signing until revoke in writing. I understand that I may request a copy of this authorization. I have read this authorization and understand it. I hereby assign to Comprehensive Island Medical Care LLC all money to which I am entitled for medical and/or surgical expense relative to the service rendered by CIMC, not to exceed by indebtedness to said physician and/or surgeon. It is understood that any money received from my insurance company, over and above my indebtedness will be refunded to me when my bill is paid in full. I understand that I am financially responsible to said doctor for charges not covered by this assignment. I further agree in the event of non-payment to bear the cost of collection, and/or Court cost and reasonable legal fees should this be required.

INSURED OR GUARDIAN SIGNATURE_________________________________

PATIENT’S SIGNATURE_____________________________________________

WITNESS_________________________________     DATE_________________

FOR PATIENTS ENTITLED TO MEDICARE BENEFITS

I certify that the information given by me in applying for payment under title XV111 of the Social Security Act is correct. I authorize any holder of medical or other information regarding myself to release to the Social Security Administration, Health Care Financing Administration, it’s Intermediaries or carriers; any information needed for this or a related Medicare Claim. I request that payment of authorized benefits be made on my behalf. I assign benefits payable for all physician services to be made to the physician furnishing the services.
__________


_____________________________________________
DATE



 PATIENT SIGNATURE OR AUTHORIZED REPRESENTATIVE

_________________________________

WITNESS

