PUMPS IT, INC.

“You Control Diabetes”

Patient Information Sheet
TO FULLY EXPEDITE BENEFITS, THIS FORM MUST BE COMPLETELY FILLED OUT
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Assignment of Insurance Benefits

I'understand insurance billing is a service provided as a courtesy, and I am at all times personally responsible
for any fees not covered by my insurance carrier. I further authorize my insurance company(s) to pay benefits
directly to Pumps It Inc. Should any insurance payment be made directly to the insured for monies due on the
account, I agree to immediately pay over these funds to Pumps It Inc. If Pumps It Inc. is denied payment in
whole or part for any non-covered services, I personally guarantee payment in full. I also acknowledge that I
am responsible for any deductible, co-pay; or other balance not covered by my insurance carrier, except
if I am enrolled in an approved Medicaid program. I agree to notify Pumps It Inc. immediately of any

changes to my insurance coverage.
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