
MEDIGAP AUTHORIZATION FORM
 

I hereby authorize payment of my Medigap benefits to _ 
Doctor/Supplier 

for all claims filed on my behalf. This authorization applies to all services until it is revoked by 
me or my representative. 

BENFICIARY SIGNATURE: _ 

MEDICARE NUMBER: 

MEDIGAP INSURER: 

ADDRESS: 

TELEPHONE NUMBER: 

37-122 5/91 


