
RENAISSANCE 
PLASTIC SURGERY, P.C. 

SURGICAL CENTRE’, LLC 
 

Your signature is necessary for us to process any insurance claims 
and to ensure payment of services rendered to our practice.  Please 

put an X in the space provided that best describes your status in 
regards to your insurance coverage. 

______The Non-Medicare Patient 

I hereby assign to Renaissance Plastic Surgery and Renaissance Surgical Centre’ any and all benefits from my 
insurance plan/plans and authorize and direct such benefits to be paid directly to Renaissance Plastic 
Surgery and Renaissance Surgical Centre.    I certify that the information given by me in applying for 

payment under my insurance plan is correct and complete. I authorize release of all records required to act 
on this release and assignment. 

______The Medicare Patient 

I request that payment of authorized Medicare benefits be made on my behalf to Renaissance Plastic Surgery 
and Renaissance Surgical Centre’ for any services rendered. I authorize any holder of medical information 
about me to release to the Health Care Financing Administration and its agents any information needed to 
determine benefits or the benefits payable for related services. I certify that the information given by me in 
applying for payment under the Medicare program is correct and complete. This assignment will remain in 

effect until revoked by me in writing. A photocopy of this assignment is to be considered as valid as the 
original. 

I have read the information above and all my questions have been answered by the staff at Renaissance 
Plastic Surgery and Renaissance Surgical Centre.   

 

Patient:__________________________________________________ 

Signature:________________________________________________ 

Witness:_________________________________________________ 

Date: ___________________________________________________ 


