
PATIENT RELEASE OF INFORMATION FOR BILLING: 

I authorize the release to the Social Security Administration and Centers for Medicare and Medicaid 
Services, any HMO/PPO, other private or public insurance, or their agents, fiscal intermediaries or 
carriers or an independent agency performing billing or collection functions on behalf of the ambulance 
service, any personal, medical or billing information needed for this or a related claim.  I understand I 
will be responsible for any services that are not paid/covered by my insurance.  A copy of this 
authorization shall be valid as the original and shall remain in effect until revoked in writing by the 
patient/insured.  I request payment of medical insurance benefits either to me or to the ambulance 
service.  

Agency Name:  _______________________________________________ 

Date of Service:  ____________________________________ 

Patient or Patient Representative Signature 

Printed Name: ______________________________________________ 

Relationship:  _____________________________________ 

Signature Date/Time:  ________________________________________ 

Witness Signature & Title:  ___________________________________________________ 

************************************************************************************* 

NOTICE OF PRIVACY PRACTICES: 

Our Notice of Privacy Practices provides information about how we may use and disclose protected health information about 
you.  You have the right to review our notice before signing this consent.  As provided in our notice, the terms of our notice may 
change.  If we change our notice, you may obtain a revised copy.  You have the right to request that we restrict how protected 
health information about you is used or disclosed for treatment, payment or health care operations.  We are not required to 
agree to this restriction, but if we do, we are bound by our agreement.  By signing this form, you consent to our use and 
disclosure of protected health information about you for treatment, payment or health care operations.  You have the right to 
revoke this consent, in writing, except where we have already made disclosures in reliance on your prior consent. 
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