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AUTHORIZATION TO RELEASE INFORMATION: I hereby authorize the Physician to 
release any information acquired in the course of my treatment necessary to process 
insurance claims.

AUTHORIZATION TO PAY BENEFITS TO PHYSICIAN: I hereby authorize payment 
directly to the Physician of the Surgical and/or Medical Benefits, if any, otherwise 
payable to me for his/her services as described, realizing that I am responsible to 
pay non-covered services.
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