
Medicare Statement And Beneficiary Agreement 

 

     Medicare   will pay   for  services  that  it  determines  to be  "reasonable  and  necessary"  under  
section 1862 (a) (1) of the  Medicare law. If  Medicare determines that a particular service ,although 
otherwise covered ,is not  " reasonable  and necessary' under Medicare program standards, 
Medicare  
will deny payment   for that service. 
 
    I  have been notified by  Gregory J. Shypula ,M.D., P.A.  that Medicare will or may decline some charges. If  
Medicare denies payment , I agree  to be personally and fully responsible  for any and all  
charges. 
 
 
_________________________________      __________________________    ____ /____ /______ 
Patient  or  Representative                                                               Relationship                                                              Date 
 
 

 

 
Your   medical information is private and always  will remain confidential, however , your primary care 
Physician and/or consulting physicians may require information or records to provide proper evaluation 
and  treatment to you. 
 
                   You may release my records to (Please check all that apply): 
                                                    _______________My referring physician and/or primary care physician 
                                                    _______________Any physician I am referred to requesting reports or  
                                                                                      records  from my exams. 
                                                    _______________Any  physician  I request. 
May  we  speak to your family member (s) about your  medical  condition  including diagnosis   and 
Prognosis? 
                     _____________ Yes                No ____________ 
If  Yes, please  list name and relationship: 
___________________________________________________________________________________ 
___________________________________________________________________________________ 
___________________________________________________________________________________ 
___________________________________________________________________________________ 
___________________________________________________________________________________ 
 
 
May the above person (s) pick up prescriptions on your behalf?     YES  or  NO 
 
_________________________________________________         _______________________________ 
Signature                                                                                                           Date                                                           Witness  
 

 
 

 


