
   
 

 
1050 Monterey Rd. • Suite 104 • Stuart, FL 34994  

    (772) 283-2020 • Fax (772) 219-7924  

1515 N. Flagler Dr. • Ste 500 • West Palm Beach, FL 33401  

(561) 659-9700 • Fax (561) 659-7153  

550 Heritage Dr .• Suite 105 • Jupiter, FL 33458 

    (561) 839-2780 • Fax (561) 354-0741 

Jack S. Daubert, M.D., F.A.C.S. 
Richard M. Kadingo, M.D. 
Alexander Katz, M.D. 
Marc Brockman, O.D. 

 

   Board Certified 
 

SIGNATURE ON FILE, ASSIGNMENT OF BENEFITS 
INSURANCE INFORMATION, FINANCIAL AGREEMENT 

 
 

Patient’s Name (please print) ____________________________________ 
 
MEDICARE: I request that payment of authorized Medicare benefits be made on my behalf 
to Jack Daubert, MD, PA, for services furnished to me.  I authorize any holder of medical 
information about me to release to the Centers for Medicare and Medicaid Services (formerly 
Health Care Financing Administration) and its agents, any information needed to determine 
these benefits payable for services.  I understand my signature requests that payment be made 
and authorizes release of medical information necessary to pay the claim.  If other health 
insurance is indicated as a Secondary Insurance (in Item 9 of the HCFA 1500 claim form or 
electronically transmitted), my signature authorizes releasing the information to the insurer 
shown.  Jack Daubert, MD, PA, accepts the charge determination of Medicare and I am 
responsible for coinsurance, deductibles and non-covered services. 
 
OTHER INSURANCE: I request that payment of authorized benefits be made on my behalf 
to Jack Daubert, MD, PA for services furnished to me.  I authorize any holder of medical 
information about me to release to my insurance company any information needed to 
determine benefits payable for services.  I understand my signature requests that payment be 
made and authorizes release of medical information necessary to pay the claim. 
 
DILATED EXAMINATIONS: In the event the doctor has to dilate or patch my eye, I am 
aware that I may experience blurry vision, light sensitivity, and or decreased depth perception.  
For this reason, it is suggested that you have someone to drive you home. 
 
FINANCIAL AGREEMENT:  I agree that in return for the services provided by Jack 
Daubert, MD, PA, I will pay my account at the time service is rendered or will make financial 
arrangements satisfactory to the practice.  If my account is sent to collection, I agree to pay 
collection expenses and reasonable attorney’s fees as established by the court.  Most 
insurances require you to pay co-payments and deductibles.  These are due, if known, at the 
time of service as well as any non-covered services.  It is understood that I am primarily 
responsible for the payment of any services not covered by my insurance. 
 
 
             
Patient’s Signature or Authorized Party    Date 


