
Intracoastal Internal Medicine, PA 
 

Authorization to pay benefits to physician 

I hereby authorize payment directly to the physician of surgical and medical benefits, if any, otherwise 

payable to me for this service as described including Medicare benefits. I understand that any balance on 

my account is due and payable by me, including any services rendered and not covered by my insurance 

carrier.  

 

_____________________________________________________   _______________________________ 

Patient signature                                                                                         Date 

 

 

Medical records release authorization 

I hereby authorize Intracoastal Internal Medicine, PA, to obtain and release any information, needed or 

obtained in the course of my treatment to physicians and/or medical providers where treatment is or 

may be rendered. I also authorize Intracoastal Internal Medicine, PA, to release any information to 

process insurance claims. 

 

_____________________________________________________   _______________________________ 

Patient signature                                                                                         Date 

 

 

Acknowledgement of receipt of office policies 

The signature below acknowledges that the patient has received a copy of Intracoastal 

 

 

_____________________________________________________   _______________________________ 

Patient signature                                                                                         Date 

 


