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Assignment of Benefits and Release of Information 
 
 
I request that any and all benefits payable to me under the conditions of my medical insurance 
program be made to Home Products for Seniors, Inc. on any and all bills for equipment and/or 
services furnished to me by Home Products for Seniors, Inc.  I also further hereby authorize 
Home Products for Seniors, Inc. to release any and all information required in order that claims 
be processed. 
 
I also consent to the release of any and all medical information to Home Products for Seniors, 
Inc. for my continued treatment, payment and their healthcare operations as necessary to 
process these claims. I request payment of benefits to the party who accepts assignment.   
 
I understand that I am ultimately responsible for payment of any charges not covered by my 
insurance company. 
 
 
Patient Signature:________________________________________ Date:_________________ 
 
 
 
Print Patient Name:_______________________________________ 
 
 

**If the patient if unable to sign, please complete this section** 

 

 
Medical reason patient cannot sign: _______________________________________________ 
 
 
Print Name of authorized Representative: ___________________________________________ 
 
 
Relationship to Patient: ______________________________________ 
 
 
Authorized Signature:________________________________________ Date: _____________ 

 


