
Assignment of Insurance Benefits:  I understand there is no guarantee of reimbursement or payment from any insurance company or 
other payor.  I assign, transfer, and convey to Lakeland Health (Lakeland) all benefits, claims, and any and all other rights, including the 
right to bill and communicate with any third party for the purpose of seeking payment, the right to file suit or intervene in any lawsuit or 
proceeding, in my name or in the name of Lakeland, and the right to take any other action seeking payment of my Lakeland 
charges.  This assignment includes, but it not limited to, the right to appeal the denial of payment of my Lakeland charges from any 
payor, including any employer-sponsored benefit plan, insurance policy, or insurance coverage provided by law or contract. I authorize 
Lakeland to act on my behalf to pursue an ERISA benefit claim or to appeal an adverse benefit determination, or to pursue payment of 
any other claim with any other payor.  I agree to assist Lakeland in the pursuit of all insurance benefits.  I also assign to Lakeland, and 
agree that I waive, any and all rights to settle, release or retain payment of my Lakeland charges, or take any other action that would in 
any way compromise payment or reimbursement of my Lakeland charges.  

Medicare “One Time Authorization”:  I request payment of authorized Medicare benefits due to me, be paid on my behalf to Lakeland 
for any services furnished to me by Lakeland or in its facilities.  I authorize any holder of medical or other information about me to be 
released to the healthcare financing administration and its agents to determine Medicare benefits. 

Physician Referral:  Should my condition warrant referral to a specialist, I understand I will be asked my physician preference.  I will 
have the opportunity to have Lakeland contact the physician of my choice or if I do not have a physician preference, an independent 
physician from the hospital’s “on call” roster will be called.  I consent to have my insurance company billed for professional services 
rendered by this physician regardless of his participating status with my insurance program. 

Payment Options for Medical Services:  I recognize that Lakeland’s policy on payment is that payment is due at the time of service.  I 
agree to pay for normal and necessary services, facility fees, and supplies required to provide treatment.  I hereby agree to accept full 
responsibility for payment of all bills received for these services.  In the event external collection services become necessary to obtain 
payment, I agree to pay all fees and costs associated with such collection.   

Financial Assistance:  Using reasonable efforts, Lakeland will work with third party organizations to screen your financial information for 
eligibility for government programs, health plans or financial assistance. In the event you are not eligible for enrollment in a government 
program or health plan, financial assistance may be available.  Eligibility for financial assistance is based on criteria outlined in 
Lakeland’s Charity Care Policy.  If you do not meet eligibility requirements for financial assistance, acceptable payment arrangements 
can be made within established guidelines.  

Contact Agreement:  You expressly consent and agree that, in order to discuss or service your account(s) (the “Accounts”) or to collect 
amounts you may owe, Lakeland, and its officers, agents, affiliates, employees, and any affiliated or associated service providers and 
any third-party debt collection agency associated therewith (collectively, “We”) may contact you by telephone at any telephone number 
associated with the Accounts, including wireless telephone numbers, which could result in charges to you. You expressly consent and 
agree that We may also contact you by sending text messages, emails, using any e-mail address you provide to us, or by pre-recorded or 
artificial voice or voice messages, automatic dialing methods, systems, or devices, and pre-recorded or artificial voice prompts at any 
telephone number associated with the Accounts, including wireless or mobile telephone numbers, regardless of whether you incur 
charges as a result.   

Returned Checks:  I agree to pay a service charge for checks returned to Lakeland as non-payable.  

*My signature signifies that I have read this document and agree to its terms. 
*My consent is valid for one year from the date of signature.  

 

_________________________________  ______________________________________ 

*Signature Patient/Patient Representative Name Date/Time 
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