
 

AUTHORIZATION FOR MEDICARE PART B 
APPLICATION 

 
 
 

To Whom It May Concern: 
I,                        , do hereby authorize a representative of SSDC to apply for Medicare Part B 
on my behalf.  The effective date of coverage will be      and I understand 
that the Part “B” premiums will be deducted from my Social Security check. 
 
 
 
        SS#:___________________________________ 
        
        Signature: ______________________________ 
         
        Date:  _________________________________ 
         
 
      


