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MEDICARE AGREEMENT 
THIS AGREEMENT PROVIDES THAT YOU WILL NOT BE ABLE TO SUBMIT CLAIMS TO MEDICARE FOR ANY SERVICES OR ITEMS PROVIDED TO YOU BY THE BROADWAY CLINIC (TBC) MEDICAL DOCTORS  OR  STAFF.  YOU ARE ENTITLED TO A COPY OF THIS AGREEMENT UPON REQUEST.
You and the Medical Doctors OF THE BROADWAY CLINIC, agree as follows:

A. You are or may be eligible to receive Medicare benefits.   You are the patient or his or her legal representative.

B. The TBC Medical Doctors are not excluded from Medicare under sections 1128, 1156, or 1892 of the Social Security Act.  However, the Medical Doctors do not participate in Medicare so Medicare does not cover the health care items and services they furnish.

C. You accept full responsibility for payment of the TBC Medical Doctors charges for all services furnished by them (including their staff).

D. You understand that Medicare limits do not apply to what the TBC Medical Doctors may charge for items or services they furnish.

E. You agree not to submit a claim to Medicare or to ask the TBC Medical Doctors to submit a claim to Medicare.

F. You understand that Medicare payment will not be made for any items or services furnished by the TBC Medical Doctors that would have otherwise been covered by Medicare if you had not entered into this Agreement and a proper Medicare claim had been submitted.

G. You understand that you have the right to obtain Medicare-covered items and services from other physicians or practitioners who have not opted out of Medicare participation. 

H. You understand that you are not compelled to enter into private contracts that apply to other Medicare-covered services furnished by other physicians or practitioners who have not opted out of Medicare.

I. You understand that Medigap plans do not make payments for items or services not paid by Medicare.  Other supplemental plans may elect not to, also.
J. I understand that I may request a copy of this agreement at anytime.

______________________________________
________________

Signature of Patient OR Legal Guardian



Date

You are the:  ___Patient   ___ Legal Guardian
PRINTED NAME OF PATIENT OR LEGAL GUARDIAN

_________________________________

_________________________________

________________

Witness








Date

