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Authorization and Acknowledgement

HWe hereby state that the above information is true and correct to the best of my / our knowledge. |/We authorize the above named practice to release
rse of my treatment to my insurance company, employer, Physicians, institutions or third party payors, as required for
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Signature of Patient / Parent / Guardian / Insured Printed Name Date

Information Printed on 11/08/2013 at 10:57:40AM



