
Authorizations and Releases
 

NAME CASE# _
 

I. theundersigned. hereby authorize Dr. and whomever he/she may cesrqnaieas r : s :,,~ ' 

ass.sianus) toperlorm diagnostic tests, indudingbutnotlimited toradiographs, and 10 administer treatment asisnecessary. 
I. also.certify thainoguarantee orassurance has been made totheresults thai may beobtained. 
I understand and agree thathealth and accident insurance policies are anarrangement between aninsurance carrierand myself. Funherrnore i ~n:E,'S::: C ~ 

that ints office will prepare anynecessary reports and forms toassist mein making collection from the insurance company and that myamount aumor.zso to: e 
paid Olreclly 10 thiS office will be credited tomyaccounl upon receipl.l permilthis office toendorse remittances for the conveyance of crec ii 10 my ac c o'_~ : 
HOWEVER,I CLEARLY UNDERSTAND AND AGREE THAT ALLSERVICES RENDERED TO ME ARE CHARGED DIRECTLY TO ME AND THAT I AM 
PERSONALLY RESPONSIBLE FOR PAYMENT. 

Patient's Signature Date __'__'__ Witness _ 

I aulhonze Dr. to release any medical infoimation pertinent 10 my treatment plan to or ar 2..:'~: r : -:: 
representa tive lor review. This authorization forrelease of information shallremain valid torthe term of mycoverage under mycurrent pOlicy : :e:-: :~ , ' '12 : ~ • 

insurance Information given tothis clinic iscorrect and complete . Ialso know that Iam entitled toreceive acopyofthisauthorization form 

Patient's Signature Date __'__'__Witness _ 

I hereby authorize the Insurance Company/Insurance Administrator to pay by cnecx 20 c fer : .: >7 

rnaueo ouecuy 10 -;:-----.,,-_-,---_--,--,---,__--,---,-__---.,,- ----:--;: --:-:_----:--,---,-----:--:-_--;-_---;-_,..----,- _ 
theexpense oenefus altowable and otherwise payable tomeunder mycurrent policy, aspaymentloward the total charges (or professional serv.ces ' f: ''::: ·e.: 
haveagreed topay,inacurrent manner,any balance ofsaid applicable charges, Iagree thaithis office begiven power ofattorney 10 ercorse.s.c« r.1y r·2i'".,: .:: 
anyand all orans lorpayment ofmybill. 

Patient's Signature Date __/__/__ Witness _ 

I. the undersigned patient am directing my attomey, , to pay any outstand ing :;liis C'. : 8: ,..-" 
settlement and , In eHect, protecting anysuch balance. Ihereby make and declare the instructions herein contained tobe irrevocable .llully uncersianc na: :a,;, 
directly responsible torall medical bills and this agreement is made solely for the doctor's additional protection and consideration of hrs awa:!:,; pa frne ," 

fU!l~er understand thatsuch payment isnot contingent onany settlement. juoqernent orverdict bywhich I may eventually recover said fee . Ihave Deer 2': ,'S e: 
Inall! myanomey does notwish to cooperate in protecting the doctor's interest, the doctor willnolawait payment but, will require me 10 make ~a! "...,,:r: ::- c 
current status . 

Patient'sSignature Date __/__/__ Witness 

I hereby acinonze Dr. and whomever he/she may deslgna:", 25 -so --:' 
ass.stanusj, topertorm diagnostic tests, including butnotlimited toradiographs, and \0 administer treatment ashe/she deems necessary tomy.-.:.;.o" "'~'"'-"''; , 
.::"C l (chId""."..,I _ 

Guardian's Signature Date__'__'__ Witness _ 

Ihave requested the release of records of (pol«>r ......, wrucn c-e 2 ;;2'- : . 
the records at:_C'l) _ 

I herebyrecues: and autnorize you. your employees and agents tofumish tothe person(s) listed belowor anyone designated inwriting Dy tnerr. al; :0;:" ,,5:::' 

recorcs 2, : : e ~G " s , Inauding copies ofx-rays and photostatic copies, abstracts orexcerpts ofallrecords and anyother inlorma lion theymay recces: le,a: T; 
toanyexarrunauon . treatmentoropinion conceming anycondilion that Imayhave had inthe past.now have.ormay have inthe future 
~ !e ese ::r'" s.c :"1 ':5:0 ~ ~ ~ ~; iAOC reu J 

--­ - - - - - - -­ - - -- -­ - - - -­ - - --­ -- _ . - - - ­ - - ­ -­ - -


