Signature Authorization

I authorize the release of any necessary medical information to the insurance company to process this claim.  I also request payment of government benefits either to myself or to the party that accepts assignments.

Patient Signature







Date

I authorize payment of medical benefits to the undersigned physician for services rendered.  I understand that I am responsible for paying for services received.  We will file your insurance as a courtesy to you, but any balance outstanding after 90 days will become your responsibility.  We reserve the right to charge interest and/or forward to collections any account not paid within 60 days after that period.

Patient Signature







Date

Adam P. Lipkin, MD
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