Additicnal details to any proflems listsd above or any condition not lsted;

INSURANCE

I, tha undersignad, cartify that | jor my dependent) have insurance Goverags with B
and assign directly to D, _allirsurancs banafits, | any, othensies payable o ma

for services randersd. | understand that | am Enencisly responsible for all charges whedhar or not peid by the insurance. 1
hereby authorize the doctor 1o release all information necessary bo sacure tha paymant of benafits, | authonge the u=a of thia

slgnatura an all irEuranca subemssans,

Besporainis Pamy Signature Falationship D



