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INSURANCE
 

I, , hereby authorize my 
insurance plan or its agents to pay the claim directly to 
the physic·an for services rendered. I permit a copy of 
this authorization to be used in place of the original. 
I authorize release of pertinent information to all my 
insurance company(s). 
I der tand that I am ultimately responsible for my bill. 

Signature of Patient _ 

Date


