Authorization for Benefits Verification

I hereby authorize [Provider/Organization Name| to contact my insurance or benefits provider and obtain information necessary to verify my
eligibility and benefits for the services provided.

Full Name:

| |

Date of Birth:

| |

Insurance/Benefits Provider:

| |

Policy/Member Number:

| |

Signature:

| |

Date:

This authorization is valid until revoked in writing. I understand that a copy of this form s as valid as the original.
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