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Patient Name

Patient Address

Patient Phone
Patient DOB
Baby DOB

Physician Name

Diagnosis Code V24.1
Insurance Provider

Provider Phone #

ID#

Group#

For Grogan's Use

Date Called

Name of C/S Rep

Auth Required?

Rx/Letter of Need/CMN?

Reference #

Approved by Grogan's Yes No

Assignment of Benefits/Authorization for Payment: For any claim which Grogan’s Inc. has agreed to accept assignment with my
insurance, | hereby assign all benefits and payments to be made directly to Grogan'’s Inc. for any home medical equipment, supplies,
and services furnished to me. For any claim, assigned or unassigned, | authorize Grogan’s Inc. to seek such benefits and payments
on my behalf.

Release of Information: | hereby request and authorize Grogan's Inc., the prescribing physician, hospital, and any other holder of
information relevant to service, to release information upon request, to Grogan's Inc., any payer source, physician, or any other
medical personnel or agency involved with service. | also authorize Grogan's Inc. to review medical history and payer information
for the purpose of providing home health care.

Patient Signature Date
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