Insurance Information Release Consent Form

I hereby authorize the release of my insurance information as required for the processing of claims and coordination of benefits.

— Patient Information

Full Name:

| |

Date of Birth:

| |

Address:

— Insurance Information

Insurance Company:

| |

Policy Number:

| |

I consent to the release of my insurance information as stated above. r

’Sigmture: ‘

Date:

| |
Submit
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