Towson Pediatrics
1814 Belair Rd.
Fallston, MD 21047
(O) 443-981-3337 (F) 443-981-3286


Patient Name: __________________________________________    DOB:______________

AUTHORIZATION TO RELEASE INFORMATION:
I understand that I am financially responsible for all charges not covered by this authorization. I hereby authorize the release of medical information pertaining to medical treatment requested by my health insurance carrier or the Health Care Financing Administration and its agencies for determination of benefits coverage.


__________________________________________			____________________
Authorized Signature							Date

AUTHORIZATION TO PAY INSURANCE BENEFITS:
I understand that I am financially responsible for all charges not covered by this authorization. I hereby authorize payment directly to the above-named physician, or his/her billing administration. Otherwise, payable to me but not to exceed the regular charges for the services provided.


___________________________________________		_____________________
Authorized Signature							Date
