Authorization for Release of Information

I authorize XXXXXXXX to release all medical information requested by my health insurance
carrier, Medicare or any other third-party payers. | authorize XXXXXXXXX to release all medical
information to my referring physician and or primary care physician. | authorize XXXXXXXXX to
contact my insurance company or health plan administrator and obtain all pertinent financial
information concerning coverage and payments under my policy. | direct the insurance company
or health plan administrator to release such information to XXXXXXXXXX.

Signature
Patient/Legal Guardian:

Date:
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