
  
 

 
 
 
 
 

MEDICARE ACCEPTED AUTHORIZATION FOR SIGNATURE ON FILE 
 
 
 
 
 
Name of Patient_____________________________ 
 
I request that payment of authorized Medicare benefits be made to Pitman Creek 
Physical Therapy, P. C. for any services furnished to me.  I authorize Pitman 
Creek Physical Therapy P. C., or any holder of medical information about me, to 
release to the Center for Medicare & Medicaid Services and its agents any 
information needed to determine these benefits or the benefits payable for 
related services. 
 
 
Signature of Patient_______________________________ 
 
Date_____________________________ 

Pitman Creek Physical Therapy, P. C.   700 Alma  Suite 135    Plano, TX 75075  
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