
Patient Registration

PATIENT AUTHORIZATION FORM

PATIENT NAME:

AUTHORIZATION TO RELEASE INFORMATION:

I uadersta&d that I am fmaaciaUy responsible for all charges not covered by this authorization. I hereby
authorize the release of medical information pertaining to medicdl treatment as requested by my health
insurance carrier or the Health Care Financing Aduumstration and its agencies for deteimination of benefits
coverage. .

Authorized Signature Date

AUTHORIZATION TO PAY INSURANCE BENEFITS:

I understand that I am financially responsibje for all charges not covered by this authorization. I hereby
authorize payment directly to the above named physician, or his/her billing organizatioji. Otherwise
payable to me but not to exceed tbe regular charges for the services provided.

Authorized Signature. Date




