


Mercy,r 
Name:._____________________ 
DOB: _____ MR#: CSN#:____ 

the employer is fulfilling its obligations as required by law. I also agree that I (or the patient) 
am financially responsible for charges not paid according to this assignment. 

.5. Medicare Assignment: I certify that the infonnation given by me in applying for payment 
from any third party pay or, including payment under Title XVIII ofthe Social Security Act, 
is correct. I request that payrnent of authorized benefits be made in my (or the patient's) 
behalf, and I authorize the Social Security Administration Office ofthe Department of 
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for t h e  u n d e r  Medicare m y  o r  a n d  m y  i n c l u d i n g  




