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ASSIGNMENT OF BENEFITS 

I hereby authorize BahamaHealth to pay Surgical and/or Medical benefits for services provided. In 

addition, I authorize release of all Medical Records to my insurance company if needed for 

reimbursement. 

  

DATE OF SERVICE:  _______________________________________ 
 

 AMOUNT PAID BY PATIENT: ___________________________ 

 

  

 

 

PATIENT OR AUTHORIZED PERSON NAME: _____________________________________ 

 

 PATIENT OR AUTHORIZED PERSON SIGNATURE: ________________________________________ 

 

 DATE SIGNED: ____________________________ 

 

 

 

 

  


