
 

 

 
 

  
 

AUTHORIZATION TO RELEASE INFORMATION 
 
Date:_____________________________ 
 
 
Patient Name:______________________________________  Date of Birth:__________________ 
 
 
I hereby authorize the above physicians to release any information acquired in the course of my examination or 
treatment. 

 
 
 

Signature: Patient or Parent/Legal Guardian of Minor 
 
 
 
 
 

AUTHORIZATION TO PAY BENEFITS TO PHYSICIAN 
 

I hereby authorize payment directly to the above physicians, the surgical and or medical benefits, if any, otherwise 
payable to me for his services, but not to exceed the reasonable and customary charges. 

 
 

Signature: Insured Person 
 


