
MEDICARE HEALTH INSURANCE FORM

Patient (Benefi ciary): ________________________________________

I request that payment of authorized Medicare benefi ts be made either 
to me or on my behalf to Yardley Dermatology Associates for any ser-
vices furnished to me by Yardley Dermatology Associates.  I authorize 
any holder of medical information about me to release to the Health Care 
Financing Administration and its agents any information needed to deter-
mine these benefi ts or the benefi ts payable for related service.

Patient (Benefi ciary):__________________ Date:__________________

Yardley

Associates
Dermatology

Richard G. Fried, M.D., Ph.D.
Fern G. Fried, M.D.
Michael J. Sisack, M.D.
Jennifer R. Rajan, M.D.
Judith A. Cenci, M.D.
Carmen Campanelli, M.D.
Lauren Sternberg, M.D.                                            
Linda D. Heckman, PA-C


